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TUBERCULOSIS: CERTAIN UNEXPLAINED MORTALITY FIGURES* 


BY 


The Right Hon. WALTER ELLIOT, M.C., F.R.C.P., F.R.S., M.P. 


| want here to deal with a subject which necessarily 
involves statistical tables and the scrutiny of certain factors 
of incidence of disease. I am well aware of the desirability 
of the very greatest and closest attention to these things 
in detail and for the most meticulous accuracy. Therefore 
1 am afraid that on this occasion I must add the letters with 
which we are not unfamiliar in the scrutiny of accounts— 
E. and O.E.—“ errors and omissions excepted.” You must 
in fact take this more as a general survey than as a very 
close scientific examination—all the more so since the 
factors with which I am dealing are not anywhere fully ex- 
plained, and are not at the moment the subject of any 
consensus of scientific opinion. I draw attention to the 
trends; the conclusions to be drawn are admittedly 
extremely hypothetical. I wish to discuss the figures repre- 
senting a certain unexplained mortality in tuberculosis, 
particularly pulmonary tuberculosis, in the northern half of 
Great Britain, and more particularly in Scotland. Scotland 


is a very convenient statistical unit from many points of 
view ; it is a smaller and more manageable country, and 
its figures are sometimes published ahead of the correspon- 


ding figures for England. 


Tuberculosis Rates 


Tuberculosis rates are, it is agreed, among the most 
important indices of the state of the public health. | 
think it will be agreed that the steady fall in tuberculosis 
mortality in the United Kingdom has been a notable feature 
of public health figures for many years. The rates for 
pulmonary and for non-pulmonary tuberculosis each have 
their special significance. For my purpose it is desirable 
to examine them separately, where possible, although the 
combined rates have also, of course, great importance. 

Just to run over the background picture. The death rate 
for pulmonary tuberculosis per 1,000 of the estimated popu- 
lation was, in 1851, for England and Wales, 2.78. In the 
next 45 years it fell to almost exactly half : it was 1.34 in 
1897 and 1.31 in 1898. The fall continued. By 1910 the 
rate had dropped to 1.02 and by 1920 to 0.87, in spite of 
the war. The fall still continued ; in 1930 it was 0.72 ; in 
1938, before the outbreak of the last war, it was 0.52. These 
figures follow the recognized course, a course which finds a 
general parallel in many other countries, even in those 
greatly ravaged by war and suffering in consequence from 
various degrees of malnutrition and overcrowding. 

There was a short and slight rise of the figures in England 
and Wales in the early war years, but the rise was neither 
alarming nor continued. The unexplained figures to which 
I should like to draw attention are those for Scotland. 





“Presidential address to the Royal Institute of Public Health and 
Hygiene given on Thursday, May 26. 


The curves in the two countries for many years followed the 
same: general course. The death rate per 1,000 for pul- 
monary tuberculosis in England and Wales was, for 
example, 0.72 in 1931. In Scotland it was 0.62. In 1938, 
when, as I have said, the rate in England and Wales was 
0.52, the rate in Scotland was also 0.52 ; that is to say, the 
falling rate in England had gone,faster than in Scotland, 
and the two were at the same point. The rate in Scotland, 
however, reacted to 0.63 in 1941, and continued at 0.62 for 
1942, 1943, and 1944. This was all the more strange since 
the destruction of houses owing to aerial bombardment was 
very much greater in England than in Scotland, and the 
regular crowding together of the population by night in 
air-raid shelters, which was such a feature in London during 
the blitz, had no parallel in Scotland. The Ministry of 
Health viewed with very great apprehension the result of 
those enormous numbers of people herding together at 
night, and sleeping in crowded shelters, out of their homes, 
during the war years. 


Increase of Pulmonary Tuberculosis im Scotland 

In 1945, at the end of the war, the Scottish pulmonary 
tuberculosis rate declined to 60 per estimated 100,000. It 
appeared to be about to follow the decline which was taking 
place in England, but this was not borne out by events. 
The estimated rate for 1947 rose to 66 per 100,000, and this 
figure was repeated in 1948. No figure so high has been 
recorded in Scotland for 20 years. 

These figures do not seem to be due to any statistical 
fallacy. Notifications may be, and are, subject to changes 
due to greater accuracy in diagnosis and to the extensive use 
of x-ray surveys. In an x-ray survey among the students 
of one large city in Scotland, of the total examined— - 
3,465—the rate of significant tuberculosis detected was : 
for females, 1.95 per 1,000, and for males 2 per 1,000. A 
statement issued by the Ministry of Health in March, 1949 
(British Medical Journal, 1949, 1, 493), said that by June 30, 
1948, about 2,500,000 persons had been examined by mass 
radiography. The number of cases in which clinical diag- 
nosis of active tuberculosis was subsequently made was 
approximately 9,564, or between 3 and 4 per 1,000 of all 
persons examined. It is not more than one would expect. 
The post-war notifications cannot be exactly compared with 
those of the pre-war years ; but I think the post-war notifi- 
cations can quite justly be compared with each other, and, 
taken in conjunction with the actual deaths, they present 
this feature of a rise in pulmonary tuberculosis in which 
Scotland is exceptional. 

In 1945 the notifications in Scotland, which pre-war had 
been 4,700, rose to 7,300. As I say, a certain proportion 
of that has to be discounted owing to greater accuracy 


in diagnosis, but not all of it. In 1946 the notifitations 
4622 
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were 7,627 ; in 1947, 7,984 ; and in 1948, 8,208. The deaths 
follow a similar curve. The deaths from pulmonary tuber- 
culosis in Scotland—and that is as near a watertight statis- 
tical figure as you can get, for people are not certified as 
having died from pulmohary tuberculosis unless there is a 
fairly strong certainty that that is the cause of death— 
in 1945 were 2,932 ; in 1946, 3,231 ; in 1947, 3,390 ; and in 
1948, 3,417. It is clear, therefore, that the upward trend of 
notifications is followed to a certain extent by an upward 
trend of deaths. In 1948, as I have pointed out, the figures 
are the highest yet; and the 1948 figures are important 
because they refer to a year with an exceptionally mild 
winter, as against the exceptionally severe one of 1946-7, 
which might reasonably have been expected to produce a 
rise in pulmonary disease of all kinds. The curves are 
shown in Fig. 1. The figures for respiratory and non- 

respiratory tuberculosis move 











150 y quite reasonably until 1939. 
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period of time the curve were 
resuming its normal shape. | 
need not remind you of the 
intense campaign being waged 
for the purification of milk. It 
will be seen, therefore, why 
I decided that it was more advantageous to examine those 
two curves separately, not combining the curve for the 
pulmonary cases with that for the non-pulmonary. In that 
way there will be no misleading conclusions. 


Fic. 1.—Notification and 
mortality rates of res ee 
tuberculosis com _ wi 
those of non-respiratory 
tuberculosis in Scotland. 


Decline in England and Wales 


The interesting thing is that this rise is not parallel in 
the general statistics south of the Border. In England and 
Wales the notifications of pulmonary tuberculosis were : in 
1945, 42,100 ; 1946, 42,100 (I am leaving out the last two 
digits); 1947, 43,100; 1948, 43,900, a slight rise. These 
figures are only to be compared with each other; it 
is not so useful to compare closely the figures for 
England with those for Scotland, because the details 
are different. On the other hand, the deaths were: in 
1945, 20,013; 1946, 19,365; 1947, 20,156; 1948, 19,089. 
It is clear that something quite different is happening in 
the two countries, and the really interesting question is, 
Does it stop at the Cheviots, at the artificial political 
frontier, or not? A striking difference would not be 
expected between Newcastle and Galashiels and between 
Lancashire and Lanarkshire. 

At this point it is interesting to note that the Scottish 
figures are high amongst European countries, whilst the 
English figures are low. We are dealing here not merely 
with a rise but with a rise in a country with a high tuber- 
culosis figure. In England we are dealing with a fall in a 


country with a low tuberculosis figure. The most Tecent 
death rates from all forms of tuberculosis per 1,000 are as 
follows: Denmark, in 1946, 32 ; New Zealand, in 1945, 3g. 
United States, in 1945, 40 ; Sweden, in 1946, 51; ; 
and Wales, in 1946, 55; Belgium, 66; Switzerland, 6: 
Scotland, 79; France, 81; Northern Ireland, 83. It wij 
be seen-that even in 1946 there was a wide gap between 
the rate in Scotland (79) and the rate in England and Wales 
(55). A breakdown of these figures amongst the Scottish 
towns shows a very high figure in the great industrial centre 
of Glasgow, and to a smaller extent in Dundee, while Egin. 
burgh is lower, and Aberdeen, surprisingly enough, is lower 
still. The industrial County of Lanarkshire follows Gigs. 
gow. Caithness and Orkney follow Aberdeen. In 194 
the death rate per 100,000 for all forms of tuberculosis 
was : in Aberdeen 46, in Edinburgh 76, in Dundee 87, anq 
in Glasgow 132. This compares with figures of 42 fo, 
New York, 44 for Copenhagen, 51 for Amsterdam, 56 for 
Stockholm, 78 for Paris, and 110 for Madrid. The rate for 
Glasgow was a long way above the rate for Madrid. 

I have set out here, by courtesy of the Department of 
Health for Scotland (to whom I am also indebted for the 
graphs of Fig. 1), the run of the curve as you might 
have expected it and the run of the curve as it is a 
working out (Fig. 2). The curve plotted out from 193] 
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Fic. 2.—Graph showing mortality rates of tuberculosis in Scotland, 
together with expected curve from 1939-47. 


is projected (broken line) on to 1947, with the figures on 
either side of the line up to this rise of which I have been 
speaking. The projected line shows how the figures ought 
to have gone; the dotted line shows how they actually 
went. The non-pulmonary curve, according to the latest 
figures, has a trend satisfactorily downwards along the pro- 
jection, but the pulmonary curve has a trend upwards, 
away from the projected line. 


“Slope to the North ” 


To come to the next point of which I spoke, the question 
of the English figures, can we draw any conclusions from 
an analysis of the figures in England ? I believe it is true 
to say that a “slope to the north” can be discerned. The 
rate for all forms of tuberculosis in 1946 was 66 in Birming- 
ham, 79 in Manchester, 89 in Liverpool, and 92 in New- 
castle. I think it is clear, therefore, that a certain masking 
of the trends in England is taking place, owing to the 
averaging of the north and south. It is still more interest- 
ing that in the northern areas the rates have tended to rise, 
and this at a time when the overall rate in England and 
Wales has continued to fall. As I have said, it would be 


‘very queer if completely different trends were shown in 


Lancashire as against Lanarkshire. The deaths per 100,00 
from pulmonary tuberculosis in Lancashire’ were 70.9 in 
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1945, 75.1 in 1946, and 76.1 in 1947. The same trend shows 
in the West Riding of Yorkshire, a county with a great 
population which can give one a reasonably reliable statis- 
tical figure. It is a lower rate, but lately it has moved 
upwards. That is all the more interesting, since the West 
Riding figures for the last 50 years or so have been below 
the average Of England and Wales. They are at present 
tending to rise. The rate was 54.9 in 1945, 53.7 in 1946, 
and 58.8 in 1947. For Durham County the figures are : 
43.0 in 1945, 41.4 in 1946, and 47.4 in 1947. 

| do not wish to lay too much emphasis on this trend, 
because I have not the 1948 figures for those counties, and 
all these figures may still be distorted by the incidence of 
the very long and severe winter. In Scotland, as we saw, 
they have been able to cross the bridge and to give figures 
for the following year, when the winter was mild. I would 
therefore not lay too much stress on the rise that occurred 
in the three northern English counties mentioned. On the 
other hand, it is true that even in those severe winters this 
rise did not take place in other areas. It did not take place 
in Northern Ireland, though the figures there are high, nor 
in the City of Belfast ; nor has it taken place to the same 
extent in either the cities or the counties of Wales. 

Of course in Northern Ireland we are dealing with 
smaller figures, but there the actual deaths from pulmonary 
tuberculosis were 799 in 1945, 849 in 1946, and 761 in 
1947; and in Belfast 328 in 1945, 343 in 1946, and 281 in 
1947. It also is rather odd that the rise did not show 
itself in the cities or the counties of Wales. In a very great 
industrial centre such as South Wales roughly the same 
trend would be expected as is found in Liverpool and in 
Glasgow. In Glamorgan County the actual deaths were 
416.in 1945, 432 in 1946, and 432 in 1947; in Cardiff the 
actual deaths were 178 in 1945, 164 in 1946, and 161 in 
1947. We all know the fallacy of small numbers either in 
death rates or in any other form of statistical analysis. | 
do not wish to stress these figures, but it certainly would 
not be true to say that in them you can detect a rise. 


Causes of Upward Trend 

Now it is very difficult to see what factors can have 
changed adversely in the industrial North which have not 
changed in industrial Wales or in industrial Southern 
England. What is affecting Glasgow which is not affecting 
Birmingham and Cardiff? The factor, whatever it is, 
seems to be associated elsewhere at least with industrialism. 
The rise in Scotland is mostly in Glasgow and Lanarkshire. 
The upward trend in Northern England is shown in the 
industrial counties of Durham, Lancashire, and the West 
Riding. It is not shown in the neighbouring more-agricul- 
tural counties of Northumberland and Cumberland. On 
the other hand, no rise at all is shown in Sheffield or Leeds. 
The housing conditions in the northern towns in general 
have been worse than those in the south, yet one might 
say that the deterioration, if anything, was greater in Bir- 
mingham, Manchester, and, of course, London, all of which 
suffered wide destruction of houses from air bombardment. 

There is another factor which might have to be examined 
—not so much a deterioration as an equalization. The 
rationing system has tended to level out any differences in 
consumption of food and fuel. I think it is probable that, 
pre-war, there was a greater consumption of food and fuel 
as one moved northwards. At any rate, the housing was 
worse, and in general the rents were lower and the surplus 
available for food was greater. It is possible that the iron- 
ing out of these things has increased the impact of climate 
and housing, and that that is at least partly responsible 
for the figures I am mentioning. 


As you know, the Secretary of State for Scotland has 
actually instituted an inquiry into the Scottish position. 
The committee in question has not yet reported, and I 
think that its first report will be mainly of a factual nature. 
So far as I know, this committee has not yet arrived at any 
explanation. And so the fascinating picture is before you 
of a detective story half read. We do not know the crimi- 
nal. It is up to us to exercise our intelligence. The field 
is Open ; anyone may gain great fame and reputation by 
solving the puzzle. It is a very remarkable thing in the 
history of public health that one of the major diseases, one 
which has been under such careful examination for so 
many years and has been so closely surveyed in every 
way, is at present subject to a movement that is entirely 
unexplained by those who have either the responsibility 
of dealing with it or the responsibility of giving advice 
upon it. From the administrative point of view this prob- 
lem has, naturally, to me the very highest fascination. 


Non-respiratory Tuberculosis 

| promised to mention the non-respiratory curve. That 
curve has moved down, as one would expect, I think, 
parallel with the “ cleaning up of the herds.” It was, how- 
ever, puzzling to us in Scotland that our figures remained 
above those of England, although the cleaning up of the 
herds has gone much farther in Scotland than in England. 
That story, however, so far has a happy ending, because 
the most recent figures of 1948 show that the curve has 
come down with a run and is only just above that for 
England. The non-respiratory mortality rate, which in 
England and Wales was 10 in 1945, 8 in 1946, and 8 in 
1947, left us with an unexplained problem in Scotland, 
where it was 18 in 1945, 15 in 1946, and 14 in 1947. How- 
ever, the 1948 figure comes down with a run to 9, so it 
looks as if wisdom were being justified of her children 
there. But that simply means that that curve is doing 
what one would expect—it is following a recognized course, 
the campaign is producing results. 


Conclusion 

To summarize, the fascinating curve is the one which is 
not doing what we expect, which is moving the other way— 
the campaign is not producing results. A doubly interesting 
point is that in England, where the combination of the 
various parts of the island is producing a general curve, 
it would appear, breaking it down more closely, that the 
curve is not similar in all parts of the Kingdom. Wild 
speculations may be made ; they are as likely to be right, or 
at any rate to form as reasonable a point of departure, as 
any other at the moment. One speculation is that there 
may have been an introduction of a more active strain of 
infection into Scotland in the considerable Polish migration 
that took place in the early days of the war. It may not be 
so ; but, at any rate, there certainly was a mass movement 
to our country of a population which in its own country is 
highly susceptible to tuberculosis and has a high tuber- 
culosis rate—a population which afterwards was inter- 
mingled very intensively with the Scottish people. That 
may be an entirely erroneous line of inquiry. But when 
you are faced with an unexplained set of facts you must 
consider all the likely and all the unlikely explanations. 
It is possible that the unlikely explanations are quite as right 
as the likely explanations. Here, then, is a fascinating 
problem of public health to which no solution has yet been 
found. I commend it as an example of how to-day it is 
still possible to find unexplained problems, and of how it 
may be possible, by the use of intelligence and by industry, 
for any investigator to find an explanation of facts which so 
far have baffled everyone. 
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PROBLEMS OF AGEING AND CHRONIC 
SICKNESS* 


BY 


A. P. THOMSON, M.C., M.D., F.R.C.P. 


Professor of Therapeutics, University of Birmingham ; 
Physician, United Hospitals, Birmingham 


In my first lecture I recalled impressions gathered from 
a general review of several infirmaries and presented a 
more detailed analysis of the patients of one large institu- 
tion. Before I discuss the clinical material as a whole 
I propose to describe some conditions that deserve more 
attention than they have hitherto received. They fall into 
four groups: (1) Extreme contractures developing with- 
out apparent lesions in either the nervous or the loco- 
motor system. (2) Some peculiar conditions of the feet. 
(3) Unusual phenomena in the late stages of vascular 
hemiplegia. (4) Incontinence. 


Contractures 


The contractures to which I would draw attention are 
usually found in very old people who have been long in 
bed. The posture is one of extreme flexion ; the knees are 
drawn up to the abdomen, the heels touch the buttocks, 
the arms are held close to the sides, with the elbows bent 
so that the hands are close to the mouth, and the chin rests 
on the chest. The wrists and fingers and sometimes one 
elbow are freely movable ; when feeding, either hand is 
used to stuff food into the mouth without the help of spoon 
or fork. The attitude recalls that of the intrauterine foetus. 
Such patients are difficult to examine. Left to themselves 
they pull the bedclothes over their faces and lie motionless 
for hours. In all that we have examined we have found 
the plantar responses flexor, but it was hardly possible to 
be certain of the tendon reflexes. Rough testing of sensa- 
tion showed no gross change, but vibration sense was 
absent. Attempts to straighten the limbs were obviously 
painful. 

There was no history of arthritis.or any detectable abnor- 
mality in the joints. A few of these old people talked freely 
and sensibly when they were roused, but they certainly 
preferred to be left alone. Invariably they were totally 
incontinent. 

We speculated much about the cause of this condition, 
which I had never encountered before ; it may be that there 
is some degeneration in the central nervous system that 
accounts for it, but the extraordinary agility of the fingers 
of both hands m manipulating food makes that explana- 
tion improbable. Eventually we came to the conclusion 
that the very old adopt a position of flexion in bed in 
order to conserve heat ; for the same reason they pull the 
bedclothes over their heads and rebreathe their expired air. 
In the course of time the immobile muscles are fixed in one 
position. It is likely that regular massage and passive 
movement would prevent this horrible and distressing dis- 
tortion. If, as is common in cases of arthritis, the contrac- 
ture of the legs is not symmetrical and one thigh rests 
across the other, extraordinary atrophy of the soft tissues 
occurs at the place of pressure, so that the femur may be 
felt almost immediately beneath the skin on the medial 
aspect of the thighs. The tissues adjacent to the place of 
contact seem to be moulded round the opposite limb. 





*The second of two Lumleian Lectures delivered at the Royal 
College of Physicians of London on April 5 and 7. Lecture I was 
published in last week’s issue. E 


The Feet 


The deplorable condition of the feet of the aged poor is 
notorious. On admission to the: infirmaries many patients 
have deformities not only of the toes and feet but also of 
the nails which must have made walking painful. In some 
the nails grow to such an extent that they are bent over by 
the shoe and bury themselves in the soft tissues on the 
under side of the toe. Relief of this distress by rest in bed 
leads some of them to avoid activity, and soon they become 
permanently bedridden. We have no doubt that the 
deformities are increased, and in a few cases caused, by 
the pressure of bedclothes tightly tucked in. In many 
patients lying supine we found the terminal phalangeal 
joints flexed with the skin shiny from the pressure of the 
sheet ; the great toe later is inclined outwards, usually on 
the dorsal aspect of the foot in the position of extreme 
hallux valgus, but sometimes it is pressed under the other 
toes and comes to lie on the ball of the foot so that when 
the patient tries to stand the weight is borne on it. 

As an example to show how so simple a deformity may 
wreck an individual life I recite this simple history. 

A woman aged 58, in active work in a factory in 1940, fell and 
broke her humerus. She was admitted to hospital ; there was 
some difficulty with the fracture and she lay in bed for two 
months. She then got up, but complained that walking was 
painful and was put back to bed. As she persisted in her com- 
plaints she was transferred to the infirmary, where she lay for 
over seven years. She was the picture of health, and her only 
disability was that the big toe lay transversely under the ball 
of the foot. Treatment was refused, because she did not wish 
to leave the institution in which she had been treated so kindly. 


Steps have now been taken to supply simple “ cradles ” 


to all the beds. 
Hemiplkegia 
The common consequence of a vascular lesion involving 
the internal capsule is familiar: spastic paralysis in exten- 
sion of the leg on the opposite side, adduction of the arm 
at the shoulder, flexion of the elbow, and sometimes 


extreme flexion of the wrist and fingers with rotation of 
the forearm. In a few the flexion of the fingers is suff- 


cient to cause the nails to make deep grooves in the palms - 


of the hands. We were surprised to find in a number of 
patients some years after the original stroke that the pos- 
ture of the limbs varied from the usual pattern. In some 
there was gross flexion of the affected leg with the knee 
drawn up to the belly, and the arm might be either 
extended or flexed at the elbow. At first we thought that 
the variation was the result of another stroke, but we could 
obtain no history suggestive of an episode of that kind: 
several experienced nurses assured us that the postural 
pattern of the affected side of the body slowly and almost 
imperceptibly changed in the course of years, and some 
considered that the flexion deformity of the leg could be 
prevented by massage, movement, and daily traction. We 
examined a number of these anomalous cases in great detail ; 
there were no demonstrable sensory changes, and the depar- 
ture from the usual pattern could not be related either to 
spontaneous activity after the stroke or to any form of 
physical treatment or position in which the patient had 
been nursed. It is of course conceivable that these irregu- 
lar postures developed as a result either of slowly pro- 
gressive thrombosis around the original lesion or of 
independent vascular occlusions in other situations which 
we failed to trace. If the observations of the nurses about 
the slow insidious course of the change in posture are 
correct (and I have no reason’ to doubt them) there is an 
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obvious need for careful study of the morbid nervous 
anatomy of these cases. 

We noticed, too, in a few cases some difference between 
the texture of the skin on the paralysed and unaffected legs, 
and we propose to investigate this by biopsy to see whether 
inactivity of a limb leads to demonstrable structural 


change in the skin. 


Incontinence of Urine 


Incontinence in the aged and chronic sick is the most 
serious of all the problems in the day-by-day management 
of an infirmary. The burden that it places on the nursing 
staff needs no emphasis. I remind you only that no fewer 
than 457 were always or occasionally incontinent out of a 
total of 943 bedridden patients when we began our survey. 
The cost in laundry and in the wear and tear of bed linen 
is formidable. Preliminary analysis shows that a large 
proportion developed incontinence after admission to the 
institution and confinement to bed for varying periods. Of 


the 714 patients included in the survey 252 were incon- 


tinent—79 males (25%), 173 females (44%). The propor- 
tion is smaller than the one given to us on our first visit 
because our figures exclude some of the occasional and 
accidental offenders. Of the 252 cases 97 were certainly 
incontinent on admission, but no fewer than 108 lost con- 
trol of the bladder while in the infirmary ; in 47 cases the 
date of the onset was unknown. 

In only one-quarter of all the incontinent cases was it 
possible to find a physical condition that might reasonably 
be considered to be the cause of it, but no investigation 
worthy of the name has been possible. An important result 
of our analysis of this symptom was the fact that in these 
patients incontinence in either sex was not a consequence 
of age; there was very little difference in the incidence 
in the ten-year groups 60 to 69, 70 to 79, and over 80. 

In the Leeds survey the proportion of incontinent patients 
was much smaller (males 8.5%, females 10.5%). I have 
already suggested that the better condition of Affleck’s 
cases may have been due to greater activity in the wards. 

There was general agreement that incontinence could 
not be avoided by “screening” rounds even at very short 
intervals ; patients might be left with bed-pans for ten 
minutes without result and the beds would be soiled within 
a few minutes of their removal. We tried the effect of 
acetylcholine derivatives to produce a result while the bed- 
pan was in position, but the experiment failed and the 
patients resented the injections. It had been noticed that 
if bedridden patients were encouraged to get up and move 
about with help from the nurses the incontinence often 
ceased, but the labour of getting them out of bed and 
caring for them when up was greater than that of cleaning 
them every four hours and was too much for the small staff. 

The reverse was also true: a few clean bedridden patients 
became incontinent when they were removed from bed— 
especially if the adventure was undertaken against their 
wishes—and it was clear that evacuation of the bladder 
and bowel was with several of them a sort of protest 
against the disturbance of their peace. 

These facts suggest that much incontinence in infirmaries 
is due to psychological disorder induced to some extent by 
institutional routine, although it may also be aggravated by 
infection and local pathological changes. The patients do 
not seem at all distressed by it, and this supports the view 
that the mental factor (the lack of conscious inhibition) is 
more important than the overactivity of the bladder 
mechanism that Wilson (1948) found by cystometric 
methods. 
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Psychologists have expressed the opinion that incon- 
tinence in the senile is a form of regression to the ano- 
oral eroticism of infancy. It may be so. I lack the train- 
ing and ability to explore the unconscious motivation of 
the incontinent who were brought to my notice. The 
analysis must, I think, be difficult. 

Of one thing I feel confident—that the burden of incon- 
tinence will not be reduced until it is possible to ensure 
greater activity and more effective treatment to the senile 
and chronic sick than is now possible with the restricted 
staffs of the infirmaries. 


The Clinical Material 


The patients of a large infirmary are a rich mine of 
clinical material for teaching and investigation. Strange 
phenomena of human pathology abound, and one of my 
registrars, after a happy afternoon with cases of hereditary 
cerebellar ataxia, Huntington’s chorea, and paraplegia 
due to localized Paget’s disease of the spine, remarked 
that the place was a censor’s paradise. The simile is fair, 
but lacks precision ; his recent struggle for the member- 
ship of this College had perhaps clouded his judgment of 
the appropriate paradise for censors. 

Our original intention was a clinical classification of the 
patients based on accurate diagnosis, but, apart from the 
inherent difficulty of the extent and variety of the material. 
we were confronted with so many individuals who showed 
evidence of numerous distinct and serious pathological pro- 
cesses in one body at one time that we found it impossible 
to classify them even by “systems.” This was true in at 
least half the cases, and in the remainder a single diagnosis 
was often not more than approximately accurate because 
in achieving it the psychological condition, the blood pres- 
sure, and the state of the arteries might be conveniently 
ignored. We eventually decided to classify the patients 
according to the condition which seemed most disabling at 
the time of survey. Thus, in Table V, “cardiac condi- 


TaBLeE V.—Diagnostic Category of Most Disabling Condition at 
Time of Survey 
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tions” include only cases of gross cardiac failure and not 
those with symptoms of cardiac insufficiency. Chronic 
bronchitis with heart failure was classed as cardiac; 
advanced arthritic changes with hemiplegia were counted 
as arthritis, and severe hemiplegia with moderate arthritis 
was reckoned as cerebral thrombosis, and so on. In the 
senile groups were the extraordinary contractures that have 
already been described. The final result, for the reasons 
that I have given, is of dubious value. The large numbers 
of cases with multiple pathology led me to heretical 
criticism of the theory of the single diagnosis. 
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The Theory of the Single Diagnosis 

This dogma of the single diagnosis holds almost undis- 
puted sway in English medical teaching. It is founded on 
the simple faith that if we are clever enough and thorough 
in our investigation of a clinical case we will eventually 
be able to show that all the symptoms and all the physical 
signs are the result of a single process of disease. The 
appropriate label may then be affixed, honour is satisfied, 
and the dogmatic are content. I do not think I exaggerate. 
On all sides I hear the warning, “ Don’t diagnose two dis- 
eases simultaneously.” Those about to give classes search 
diligently for good teaching material, by which they mean 
cases which permit the plausible demonstration of the 
validity of the theory: clinical examinations are conducted 
to test (among other things) ability in this exercise. 


I can find no specific account of the origin of the theory ; 
I suspect that, like Topsy, “it just growed” in the 
nineteenth century under the stimulus of the triumphs of 
exact science and with the development of morbid anatomy, 
the discovery of micro-organisms and the consequences of 
their invasion, and particularly, perhaps, with the elucida- 
tion of certain obscure syndromes and their constant asso- 
ciation with gross lesions in particular organs. Consider, 
for instance, Addison’s disease of the suprarenals—its 
strange and perplexing symptoms and signs and the splendid 
demonstration that they were hardly ever found in a patient 
without manifest destruction of one or both of two small 
glands. 

The discovery of the bacillus of tuberculosis, the defini- 
tion of the architecture of the basic lesion, and its natural 
history showed that many very dissimilar clinical conditions 
were in truth the result of a single pathological process. 
Before this advance had been made it was difficult to 
believe that there could be a unity linking chronic phthisis 
in the adult with tuberculous meningitis in the infant, 
although a few physicians with prophetic insight had 
suspected it. The proof that the pale spirochaete was the 
cause of all the varied lesions of syphilis and especially 
of general paralysis and tabes, had a like influence, and 
it is unnecessary to multiply examples. 


The human mind longs for order, and soon the theory 
of the single diagnosis was born and waxed mighty. And 
indeed it served a very useful purpose, for adherence to it 
undoubtedly led to more careful examination and more 
accurate classification of clinical syndromes. Pragmatically 
the theory was justified ; it worked. Later it was buttressed 
—as useful theories are often buttressed—by somewhat 
dubious argument. A hypothesis of independence was 
introduced (I do not know whence) which stated simply 
that, as in human beings serious disease apart from epi- 
demics was a rare event, it was inherently improbable that 
two serious processes of disease would coexist in the same 
person. But this argument neglects important facts. 


First, a person who is already the victim of one serious 
disease is often as a direct result more prone to develop 
another. Consider, for example, the high incidence of 
cancer in the post-cricoid region in patients who have 
suffered long from an iron-deficiency anaemia; or the 
frequency of arterial degeneration in the diabetic. Text- 
books recognize the coexistence of serious diseases, but in 
deference to the theory of the single diagnosis they call one 
of them a complication of the other. 

Secondly, a disease which in a healthy man is but a 
trivial affair may in those already subject to a serious 
malady assume lethal significance. A sore throat in a 





strong young man is unpleasant ; in the victim of chronic 
nephritis it is something worse. 

Thirdly, the longer a man lives the more likely is he to 
bear scars and disabilities of previous indiscretions and 
random attacks of disease which may in part be balanced 
by the acquisition of “ immunological wisdom ” by his 
tissues. The response to fresh disease or injury in the Sick 
and aged will therefore paint a clinical picture confuseg 
and complicated by differing contributions from Many 
sources, and the assessment of the relative importance of 
the separate contributions is the particular task of the 
clinician rather than the construction of a single diagnosis 
to account for them all. 

As I have already said, the application of the theory of 
single diagnosis, which has given the familiar working 
world of doctors the fallacious appearance of a multitude 
of separate and unrelated disease processes, has produced 
results of the greatest practical value—not only in the 
recognition of disease and the discovery of effective treat. 
ment of its immediate cause, but also by the accumulation 
of knowledge which enables us to’ prevent or restrict the 
operation of those causes. At a certain stage in the train. 
ing of students, too, dogmatic teaching has its worth. The 
theory is therefore not lightly to be set aside as a working 
hypothesis ; in acute illness occurring in the young or pre. 
viously healthy a single diagnosis is likely to be justified. 
but in the aged and chronic sick it is rarely relevant. 


The Problem of Ageing 


Senescence implies a series of changes most of which 
commonly but not invariably occur in an individual who 
has lived through a period of chronological time. In man 
the changes are familiar: the skin is pale, often yellowish, 
wrinkled, and inelastic. On the backs of the hands purpura 
is common and there is patchy pigmentation of brownish 
hue. The hair is white and often sparse; the back is 
bowed, the limbs are sometimes tremulous, and the teeth 
are lost. 
a tendency to fall, and, as Sheldon has shown, the fears 
of accident may be so great that they dominate the life of 
the old person. 
with breathing. Sleep is short and easily disturbed, though 
drowsiness is frequent. Vision fails and deafness is com- 
mon. Sexual desire wanes and infertility in females is 
absolute and in males possible. 

Observation of others and, more rarely, contemplation 
of ourselves acquaints us with certain more subtle changes 
in personality—the conservatism and intolerance of change, 
a slightly contemptuous indifference to popular opinion and 
fashion, the loss of memory for recent events, and the 
difficulty in recalling names. All these things, with the 
physical changes, are accepted as natural, inevitable, and 
irreversible with the grim resignation that proclaims that 
an old dog can’t learn new tricks. 

It is reasonably certain that ability to learn declines in 
the human species soon after growth ceases, but my col- 
league, Professor M. V. C. Jeffreys, of the Department of 
Education, tells me that no work has been done in this 
country that justifies any opinion about that quality in 
those over 50 years of age. In America preliminary investi- 
gation suggests that considerable capacity to acquire new 
knowledge and skill may be retained until late in life, and 
that judgment and experience may compensate in large 
measure for the slowness of the learning—an opinion that 
I can describe as comforting. 

Foulds and Raven (1948), on the other hand, were satis- 
fied that the capacity to form comparisons and to reason 
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analogy diminished slowly after the age of 25. They 
did not investigate persons over 60 years of age, but said 
that if the rate of decline in later life remained the same 
as in maturity it would follow that by the age of 80 the 
average individual’s ability to grasp fresh ideas and adopt 
new methods would be no greater than that of a child 
of 8 Eysenck (1945) had already produced evidence in 
support of that grim conclusion. Freud, too, at one time 
discouraged psychological analysis in patients above 50 
“because old people are no longer educable.” We may 
readily concede that mature experience is likely to prove 
an infertile soil for the cultivation of psycho-analytical 
concepts and reserve a hope that, for that reason alone, 
it may not be incapable of wisdom and greater knowledge. 
With respect to the physical changes, belief that the 
disabilities of age are the result of a natural and inherent 
process in human life is based on the frequency with which 
they occur and the simple fact that no man has yet escaped 
death. The belief is also sustained by the common observa- 
tion that longevity is often a familial characteristic and by 
the experimental evidence that modification or removal 
of one gene in Drosophila will materially affect the life 
duration of the resulting stock. 
For several reasons, however, it is possible to maintain 
speculative doubt whether the changes of senescence are 
wholly inherent and inevitable in the course of life. 


First, there is considerable variability in the time of onset of 
the disabilities of age not only in individuals of the same family 
but also in different peoples. Senescence occurs earlier, for 
instance, in tropical races than in those of the temperate zones. 
This suggests (but does not prove) that the effects of external 
environment, the incidence of infection, accident, malnutrition, 
or indiscreet excess may play a larger part in‘the development 
of senescence than has previously been suspected. 

Second is the fact that in certain forms of life ageing does 
not occur. Insects die almost invariably without showing any 
signs of the wear and tear accepted as the usual prelude to 
natural death in the human being ; a possible exception is the 
worker bee—the indomitable woman of the hive who is said to 
show a loss of hair and some fragmentation of the wings before 
she dies—-but this is not certain. 

Third is the strange irregularity of the distribution of changes 
attributed to age—the tissues of the body are not affected 
equally. In the vertebrates, including man, as Carrel has 
pointed out, these changes occur first in what may be termed 
the closed systems and the plasma, in the teeth, in the joints 
(arthritis deformans) and particularly the vertebral articulations, 
in the amount and distribution of fat, and in the arteries long 
before there is any detectable alteration in the organs. Are we 
to assume that tissues age independently of each other, or is it 
possible that these early changes in the closed systems are the 


‘result of metabolic or other disturbances conditioned from 


without ? 

Fourth is the riddle of marine life. Bidder (1925, 1932) has 
maintained that in natural conditions the growth of fish is 
unlimited by time and that they do not become senescent or 
infertile. They die by random chance, or “ parental” deaths 
occur, as in the male salmon. Established knowledge is small 
and the matter highly debatable. 


These mysteries have more than intellectual interest ; in 
view of the changing age structure of human populations 
they are among the most urgent of our problems. In the 
present state of knowledge, it seems to me, senescence must 
be regarded as the product of two components or groups 
of factors: (1) effects produced in an individual by pro- 
cesses inseparable from life as an organism over a period 
of time ; and (2) random effects of changes in environment, 
disease, famine, surfeit, and activity. Age and death are 
phenomena resulting from the variable interaction of the 
two. 
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Influence of External Conditions on Ageing 
There is no satisfactory definition of ageing. Minot 


*(1908) measured vitality in terms of growth ; not the mere 


rate of growth but the specific rate—that is, the ability 
of living tissue to reproduce itself at the same speed as 
that at which it was itself formed. If that criterion be 
accepted the vitality of tissues declines soon after the fer- 
tilization of the ovum ; at first reproduction is unrestricted 
in geometrical progression—from the zygote to 2, 4, 8, 16 
cells—but as not more than between 300 and 400 cellular 
reproductions are likely in the whole nine months of gesta- 
tion the rate must soon decline. In other words, man has 
aged considerably before he is born, and continues to age 
rapidly in youth and more slowly as life advances. 

In a study of the shape of the human form as a func- 
tion of time my colleague, Professor P. B. Medawar (1943), 
reached a parallel conclusion—that the rate of change falls 
off progressively from the fifth month of foetal life to 
maturity. In a review (Medawar, 1942) of the biological 
mechanisms controlling growth he recorded the opinion 
that it is likely that there is a non-diffusible protein in the 
intercellular fluids of adults that discourages the inception 
of free growth. 

Minot’s ideas raised the problem whether changes in the 
rate of growth might alter the vitality and survival of 
organisms. Early experiments in mice led to the belief 
that a high rate of growth was associated with increased 
longevity, but the result was dubious because the possible 
influence of genetic differences had been ignored. Study 
of the brook trout, indeed, suggested that the relation of 
rates of growth to longevity might be inverse, and Saxton 
(1945) investigated the matter afresh in rats carefully 
selected to avoid genetic difference. He found that, if the 
rate of growth were reduced by feeding them on a diet 
properly balanced in respect of all the known essentials 
but of smaller calorie value than the rats would normally 
consume, the longevity of the experimental animals was 
increased by no less than 100% when compared with that 
of a similar group on unrestricted diets. This remarkable 
increase was noted in both specific and potential longevity, 
in the mean age of survival of the group, and in the 
duration of the life of the individuals. ; 

The application of such diets to rats. at maturity 
undoubtedly prolonged their lives, and this experimental 
result strengthens the appeal for moderation that the 
empirical wisdom of physicians has so often addressed to 
the middle-aged. 

That I should not be charged with the wish to impose 
moderate hunger as a condition of the discipline of well- 
conducted nurseries I think it prudent to say that in my 
judgment Saxton’s general conclusion, that retardation of 
growth in rats by restriction of calories significantly 
increased their life span and reduced the development of 
inflammatory, neoplastic, and degenerative diseases, is of : 
only theoretical interest until we learn the fate of suc- . 
cessive generations of animals bred in such conditions. 
His work is none the less important, because it shows that 
longevity in rats may be increased to a surprising degree 
by a simple change in diet. 


The Evidence from Botany 


There is great variation in the life span and life cycle of 
different plants, and both the span and the cycle may be 
greatly modified by artificial culture. Monocarpic plants 
mature seeds but once and die. Why they die is unknown ; 
it may be from starvation due to exhaustion of available 
food by seed production or the result of some poison 
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elaborated in the process. Nevertheless the life of mono- 
carpic plants may be indefinitely prolonged by modifying 


their environment in such a way that growth continues- 


without the formation of flowers and seeds. 

Gardeners long believed that vegetative reproduction 
soon led to degeneration and that sexual propagation was 
im some way necessary to rejuvenation. But it now seems 
probable that the degeneration was in fact due to virus 
diseases, which only exceptionally are transmitted through 
seeds. In perennial plants there is no certain morpho- 
logical evidence of senescence in succeeding years, though 
the temporary organs such as leaves and fruits show 
obvious cycles ending in senescence and death. The con- 
clusion is that suitable modifications of extérnal conditions 
may enormously prolong the period of growth and survival 
of plants and seeds. 

Tissue Culture 

There is now no doubt that the life and reproduction 
of most cells may be prolonged by artificial culture beyond 
the limit of the natural span of the organism from which 
they are taken, although some of them, like those of the 
nervous system ‘and the muscles, soon become incapable 
of reproduction. It has been noticed, too, that cultures 
from an aged tissue, though slow in starting, will grow 
as well as those from a young one and that the growth is 
favoured by the introduction of tissue fluids from a young 
animal of the same species. The interesting problem arises 
whether the ageing of tissues may be a consequence of 
some humoral change in the organism. 

These fundamental questions in the present state of 
knowledge have little immediate relevance to the urgent 
problem of the infirmaries, but I mention them to show 
that the study of the aged and their disabilities may be 
something more than an exercise in clinical taxonomy and 
worthy of the attention of physicians. 

Our work in Birmingham is in a preliminary stage ; we 
have found in apparently healthy old men a curious altera- 
tion in the pattern of the chemistry of the blood—the 
sodium and the chloride are reduced, there is delayed 
response to hypoglycaemia due to intravenous insulin, the 
storage of vitamin C is defective, and there is a diminished 
excretion of 17-ketosteroids. These changes suggest a defi- 
ciency in the adrenal cortex, but there is no increase in the 
blood potassium or any clinical evidence of Addison’s 
disease. Injections of testosterone restore the pattern of 
the blood chemistry to the accepted normal and the patients 
gain several pounds in weight and profess that they feel 
better. Clinical physicians have exceptional opportunities 
in this field, for to them alone will come the cases of 
sudden and premature senescence which may be expected 
to afford material suitable for exact investigation. All of 
us are familiar with the rapid ageing of healthy individuals 
submitted to the strain of injury, bereavement, fatigue, and 
illness, but the biological processes underlying the manifest 
change are rarely studied—the condition is accepted as 
“natural.” And yet in these cases the phenomena of age 
are sometimes reversible. In this connexion I cite a 
published case (Thomson, 1938) illustrating the sudden 
appearance of senility after an accident. 

In April, 1937, a healthy virile man aged 55 had his hand 
crushed in a machine and suffered much pain. In three months 
he was completely bald and withered; his weight fell from 
10 to 8} st. (63.5 to 54 kg.) and his friends did not recognize 
him. Sexual desire almost disappeared, and he shaved only 
once a week instead of daily. His hair slowly grew again and 
was white ; his skin was wrinkled and inelastic. There was no 
change in the external genitalia, but the pubic hair was scanty. 
No evidence of disease was found after investigation in the 


out-patient department, and he refused admission. I saw hj 
at intervals for several months and he improved slowly without 
treatment. — Two years later his hair was brown and thick he 
regained his normal weight and lost all trace of senility ; sexual 
desire had returned, and he had to shave every day. 

Similar changes are to be observed in women who suffer 
ischaemic necrosis of the pituitary as a consequence of 
severe haemorrhage or infection at parturition, and I have 
twice seen the sudden development of senile changes in 
cases of the so-called Lorain infantilism. For more than 
twenty years I have had under observation a dwarf, now 
36 years old, who suffers from epilepsy but has no othe; 
symptoms or evidence of illness. Recently he has shown 
signs of sudden ageing, mainly in the wrinkling and loss of 
elasticity of the skin. Soon, I believe, as happened in the 

‘other two cases, he will be a typical example of the 
progeria of Hastings Gilford. 


Summary and Conclusion 
The Clinical Aspect 

My purpose when I set out on this inquiry was simply 
the discharge of what seemed a disagreeable duty—the 
discovery of the best means of improving the state of the 
institutions for the aged and chronic sick in the Birmingham 
region. I now believe that the problem is one which 
intimately concerns the whole of clinical medicine and yet 
has been almost entirely neglected. 

To restore the study of the aged and the chronic sick 
to the common stream of medical activity seems to me the 
paramount necessity, and the first step must be the estab. 
lishment of wards in general hospitals and particularly in 
teaching hospitals for this purpose. Some assert that it is 
necessary to develop yet another specialty in the shape of 
geriatrics. I do not share that opinion. The problems of 
the aged and infirm are so varied that narrow specialism 
is unlikely to be profitable. Medicine to-day is too fissi- 
parous ; it breeds too many specialties. It is my view that 
this field is properly the domain of that under-privileged 
class the general physicians, and that by cultivating it they 
may contribute to the integration and generality of know- 
ledge for which the Harveian Orator pleaded lately and so 
eloquently. 

The virtual exclusion of the aged and the chronic sick 
from the wards of teaching hospitals is responsible for 
serious defects in the training of medical students. In 
general practice the care of such patients constitutes a 
considerable proportion of the work, and the fact that 
the newly qualified embark on it relatively untrained is a 
reproach to clinical teaching. In excuse it is urged that 
the pressure of the waiting-lists has prohibited the admis- 
sion of these patients, and in the past that has been true. 
The difficulty is not insoluble. 

In the Birmingham Region we estimate that the waiting- 
list of general medical and surgical cases is about 14,000. 
Of these, 60% are cases of hernia, piles, varicose veins, and 
prolapse. My belief is that the provision of a few recovery 
hospitals to which clean surgical cases of this sort could 
be removed within a few days of operation would end the 
problem of the waiting-list and permit the establishment 
not only of wards reserved for the aged and chronic sick 
but also of provision for specialized services. 

In the wards for the aged in general hospitals the dura- 
tion of stay should rarely exceed three months. Our 
analysis has shown that the critical period in which the 
fate of the elderly is determined is about 100 days—that 
is, whether they die or become fixed in an infirmary bed 
for years or return home. In a general hospital that period 
would not only enable a proper decision to be taken about 
the best provision for the individual but it would permit 
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research and dispose of the scandal of admission to the 
infirmaries without adequate investigation—the position at 

t in six out of seven admissions to the Western Road 
institution. In Hereford County Hospital and in the Manor 
Hospital at Walsall in Staffordshire we found in the course 
of our survey wards reserved for the reception of all 

tients above the age of 65 irrespective of the cause that 
led to their admission, and we had no doubt that the 
treatment and disposal of the chronic sick was better done 
as the result of it. Finally, there is no doubt that a neces- 
sary prelude to real improvement in the chronic institutions 
is regular visiting for teaching, investigation, and review by 
physicians in active charge of general hospital beds. 


Social Aspect 

A summary of our pilot survey justifies the following 
conclusions : 

1. The outstanding characteristic of the patients is 
advanced age, but the mean age of the patients in the 
infirmary is less than that in the Highbury Home for old 
people, where the inmates live actively and pleasantly and 
at less cost to the community. 

2. Of the bedridden patients in Western Road Infirmary, 
who form the overwhelming majority, in only a minute 
fraction (5%) is there any hope of rehabilitation. Dis- 
integration of personality in the apathy of institutional 
routine, the development of incontinence, the contractures 
and deformities produced by long inactivity in bed, the 
lack of adequate treatment by physical methods, and the 
dissolution of homes are to a great extent responsible for 
this disaster. 

3. Reform should be directed towards the prevention of 
complete disability in the senile. In the strictly realistic 
order of their possible achievement I suggest the following: 


(a) The restoration of the care of the aged and chronic sick 
to the common stream of medical activity in the way that has 
already been described. Thomson and Curran (1948) have 
shown that the treatment of the old in general hospitals often 
leads to speedy recovery. 

(b) Measures to maintain the cohesion of the homes of the 
elderly: the provision of medical and social services from the 
hospital as at Carshalton, the encouragement of a sense of 
family responsibility by training a member of it in the care of 
the invalid and perhaps by payment for the work done, and 
occasional admission of the invalid to an institution to allow 
holidays to those normally in charge. 

(c) The provision of hostels, special housing, or accommoda- 
tion for the aged in which central services and some form of 
domestic help is available. There is no need for uniformity or 
central control in this direction : local conditions and individual 
circumstances are infinitely varied. In an analysis of a sample 
of applications for help directed to the Welfare Department of 
the Birmingham Council for old people Miss J. E. McCrindell 
found that the vast majority came from independent old people 
who found that the battle of life was becoming too much for 
them and needed help at home. The sample was composed as 
follows: women 79% (widows 52%, spinsters 27%), men 16% 
(widowers or bachelors), and married couples 5%. Many of 
these will be on the waiting-lists of infirmaries unless some help 
is given soon. 

(d) Industry should be encouraged to examine the conditions 
of the elderly in employment to discover whether adjustment is 
possible to prolong the useful working life of individuals beyond 
the customary age of retirement. A remarkable example of 
initiative in this direction is a special shop at Lucas’s factory 
in Birmingham, which I was privileged to see. In this depart- 
ment were collected about 50 men and women, most of whom 
had given several years’ service to the firm astd then failed to 
keep pace with the rate of production of } aed fellows. In the 
majority the reason for the failure was premature senescence, 


but occasionally there was a specific physical disability. Instead 
of discharging them the firm established this department where 
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they did light work in special conditions. When I ventured to 
say that the enterprise seemed to be an admirable example of 
enlightened altruism I was promptly told not to confuse sensi- 
bility with sense: the shop had been costed and it paid. 


The Problem in Relation to Evolution 
It has been somewhat slickly said that what happens to 
individuals beyond the age of reproduction is of small 
importance to the race; that their fate is simply not on 
the agenda of evolution. It is conceivable that senescence 
and death soon after the term of fertility may have been 
genetically determined in the long struggle for survival, 
because in primitive conditions a race composed of the 
young and vigorous would undoubtedly triumph over 
another with a large contingent of the elderly. But human 
evolution is no longer determined solely by a struggle with 
tlie natural forces of the environment or by combat decided 
by mere physical fitness. The unique quality of mind and 
the development of a literary tradition are new and potent 
factors in directing human progress, and it may be that 
the wisdom of the old, less perturbed by sexual and other 
passion, has a greater part to play than is commonly 
believed. Twenty-five years have passed since George 
Bernard Shaw first propounded the gospel of the Brothers 
Barnabas in the second part of his metabiological penta- 
teuch, Back to Methuselah. The brothers had become 
convinced that the confusion of civilization in Western 
Europe was due mainly to the childishness of statesmen, 
and. that final catastrophe could not be avoided unless the 
span of human life were prolonged so that government 
might be entrusted to individuals with 200 years of train- 
ing and experience instead of immature striplings in the 
sixties. We may justly be dubious of the biological 
mechanisms postulated by the Barnabas brothers and yet 
retain some sympathy with their doctrine that wisdom and 
experience in high places have some advantage over the 
brightness of puerility. That idea has helped me in this 
contribution to the study of the problems of the aged. 
The Management Committee of the Western Road Infirmary made 
this inquiry possible, and I am particularly indebted to the Chairman 
of the Hospital Group, Mr. Vernon Grosvenor. Dr. Charmian 
Elkes, Dr. S. E. Hallisey, and Dr. P. M. Meynell did the exhausting 
work for the statistical survey with the help of two trained social 
workers, Miss Honor Pringle and Mrs. Leaver. My three registrars, 
Graham Marson, Lewis Arundell, and J. M. Winn, were of great 
help. Dr. L. Nagley, the medical superintendent, and Miss M. 
Thomas, the matron, of the Infirmary put their wide experience and 
great knowledge generously at my disposal. 
BIBLIOGRAPHY 
Affleck, J. W. (1947). Lancet, 1, 355. 
—— (1948). J. ment. Sci., 33. 
Alstead, S. (1949). Lancet, 1, 171. 
Bidder, G. P. (1925). Proc. Linnaean Soc., 17. 
(1932). British Medical Journal, 2, 583. 
British Medical Association (1947). Care and Treatment of the 
Elderly and Infirm. London. 
—— (1948). The Right Patient in the Right Bed. London. 
Brooke, E. B. (1949). Lancet, 1, 462. 
Cosin, L. (1948). Proc. R. Soc. Med., 41, 333. 
Cowdry, E. V. (1942). Problems of Ageing. Baltimore. 
Curran, M., et al. (1946). Lancet, 1, 149. 
Eysenck, H. J. (1945). J. Neurol. Neurosurg. Psychiat., 8, 15. 
Foulds, G. A., and Raven, J. C. (1948). J. ment. Sci., 94, 133. 
Hogben, H., et al. (1948). Brit. J. soc. Med., 2, 29 
Howell, T. H. (1944). Old Age. London. 
Lewis, A. J. (1946). J. ment. Sci., 92, 150. 
Medawar, P. B. (1942). Proc. R. Soc. Med., 35, 590. 
—— (1944). Proc. roy. Soc. B, 132, 133. 


—— (1946). Mod. Quart., 1, 30. 
now, C. S. (1908). The Problem of Age, Growth, and Death. New 





ork. 
Royal College of Physicians (1948). Report on Provision for the 
Aged and Infirm. London. 
Saxton, J. A. (1945). Biological Symposia, 11, 177. 
Sheldon, J. H. (1948). The Social Medicine of Old Age. London. 
Thomson, A. P (1938). Lancet, 2, 135. 
Thomson, E, N., and Curran, M. (1948). Ibid., 2, 241. 
Warren, M. W. (1943). British Medical Journal, 2, 822. 
—— (1948). Proc. R. Soc. Med., 41, 337. 
Wilson, T. S. (1948). Lancet, 2, 374. 





306 AuG. 6, 1949 


RETURN TO WORK OF ELDERLY IN-PATIENTS 


‘ 


BRITIsn 
MEDICAL JOURNAL 





THE RETURN TO WORK OF ELDERLY 
MALE HOSPITAL IN-PATIENTS 


BY 
JOHN PEMBERTON, M.D., M.R.C.P. 


AND 


JOAN C. SMITH, B.Sc.Econ., A.M.LA. 
(From the Department of Medicine, University of Sheffield) 


The following study was undertaken to find out to what 
extent male patients aged 50-64 admitted to the general 
medical and surgical wards of a teaching hospital were 
subsequently able to return to work. Three groups were 
selected for study: 

(A) All those admitted to medical firm A’s beds between 
Nov. 1, 1946, and Oct. 31, 1947. 102 patients. 

(B) All those admitted to medical firm B’s beds between 
Jan. 1, 1947, and Feb. 16, 1948. 100 patients. 

(C) All those admitted to the wards of a general surgeon 
between Oct. 1, 1946, and Feb. 10, 1947, and between June | 
and Nov. 1, 1947. 100 patients. 


Method 


The aim was to follow up 100 patients in each of the 
three groups. A date was chosen which would give an 
average follow-up interval of six months after discharge 
from hospital. No case was followed up sooner than three 
months or later than eighteen months after discharge. The 
names of patients were taken seriatim from the hospital 
admission list until the number required had been obtained. 
A circular letter was sent to each patient asking if and when 
he had returned to work and whether he had gone back to 
his old job or to a new one. He was invited to call at the 
hospital if he required any further help from the social 
service department. Patients who failed to answer or to 
provide the information required were visited by the 
almoner. Half the patients replied satisfactorily to the 
inquiry, about one-third were visited at home, and the 
remainder came up to see the almoner at hospital. Those 
who had died either in hospital or after discharge were 
included in the study to provide a complete picture. 

The age distribution of the three groups is shown in 
Table I. About one-third of each group fell in each 
quinquennium. The fate of the patients in the three groups 
after admission to hospital is shown in Table IT. 


TABLE 1.—Age Distribution of the Three Groups 











Group | 50-54 | 55-59 | 60-64 Total 
A. Medical .. wef 38 35 29 102 
B. Medical .. 32 32 36 100 
C. Surgical | 36 36 28 100 
Allgroups .... 106 | 103 | 93 302 








TaBLe Il.—The Fate of the Patients 
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The Medical Cases 


Of the medical cases, 38.1% died in hospital or after 
discharge, 14.9% did not recover sufficiently to resume 
work, 8.4% were able to return to “light” work, 33.1% 
resumed their previous employment, and 5.5% were 
untraced. The results were less good in group A mainly 
because this group contained more cases of coronary disease 
(13) than group B (6) and fewer cases of peptic ulcer (8 
compared with 23). 


Return to Work in Relation to Diagnosis—There was 
naturally a close relation between the patient’s ability to 
return to work and the nature of the illness from which he 
suffered. Table III shows the numbers returning to work 


TaBLe III.—Diagnosis and Fate of the 202 Medical In-patients 
Aged 50-64 
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in the different diagnostic categories in groups A and B. 
Half the 44 cases of pulmonary infections (excluding 
tuberculosis), 19 of the 31 cases of peptic ulcer, three of the 
19 cases of coronary disease, two of the 10 cases of 
nephritis, and one of the 14 cases of essential hypertension 
were able to return to their old jobs. None of the 23 cases 
of cancer or the four cases of cerebrovascular disease got 
back to full work, although one cancer patient returned to 
light work. ; 


Failure to Return to Work.—Of the 30 patients who did 
not return to work, one was fit for work but was unable to 
find suitable employment. The other 29 patients were 
medically unfit. Of these 29, one had been transferred to 
the local infirmary, one to a mental hospital, and one was 
awaiting admission to a sanatorium. Six patients had given 
up work because of their illness before the exacerbation 
which led to their admission to hospital. 

The most important reason why these 29 patients failed 
to return to work was that the illnesses from which they 
suffered were chronic or progressive and their course could 
not in most cases be reversed or arrested by admission to 
hospital. As Brown and Carling (1945), in a more general 
study of the social aspects of hospital medical cases, wrote: 
“For the majority of the patients the stay in hospital was 
merely an episode, sometimes a relatively brief episode, in 
a protracted period of disability and treatment.” A secon- 
dary reason why some patients failed to return to work was 
that their usual occupation was too strenuous for all but the 
physically fit. . 

The three chief industries in Sheffield and its neighbour- 
hood are steel-making, coal-mining, and the manufacture 
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a 
of edged tools and cutlery. Much of the work in these 
industries is arduous and involves considerable muscular 
effort and exposure to various dusts or great variations in 
temperature. Furnacemen, foundry workers, metal- 

inders, and coal-miners experience mortality rates for 
bronchitis and pneumonia considerably in excess of that 
for the general population (Registrar-General, 1938). It is 
not easy for the elderly Sheffield workman who has been 
employed in the steel or coal-mining industry and who has 
been partially disabled by a serious medical illness to find 
suitable alternative work. 

Return to Light Work.—Seventeen of the medical patients 
were able to return to less arduous work than their usual 
occupation. The diagnosis, previous work, and “ light ” work 
obtained in this group are shown in Table IV. It was in 


Taste [V.—The 17 Medical oy who Obtained Less Arduous 
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Age Diagnosis Previous Work Light Work 
51 | Fibroid, pul. tub., and | Furnaceman Light labouring work 


at old firm — 
Handling sheet steel on | Light labouring work 
heavy press at old firm 
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$8 | Duodenal ulcer 
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Government inspector. | Sedentary clerical work 

Much travelling 
Labourer at furnace Sweeper-up at old firm 
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came unemployed 

because of iliness 
54 | Essential hypertension | Silver-spinner 


$1 | Coronary thrombosis 


64 | Arteriosclerosis 
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59 | Essential hypertension | Tram driver 


55 | Coronary thrombosis | Insurance traveller Works timekeeper 


60 | Bronchial carcinoma Cutler Same works, lighter 
job, 6-hour day 

$0 | Coronary thrombosis Gas worker Light em same 
wor 

50 | Coronary thrombosis Furnaceman Light labourer, same 
wo 

$1 | Arteriosclerosis City policeman Given lighter duties 

62 | Essential hypertension | Silver hammerer Old Job, but only 6 hours 
a day 














this group that the almoner was most often able to help the 
patient in his return to work. The following case histories 
are illustrative : 

A furnaceman, aged 51. Fibroid tuberculosis and silicosis. 
Unable to do previous work because of bredthlessness. Was 
registered as a disabled person at the Ministry of Labour, 
and the almoner approached his employer, who eventually 
found him light labouring work in the steel works. 

A silver-spinner, aged 54. Essential hypertension. Could 
not return to his old job, at which he earned £8 10s. a week, 
as he was unable to stand for any length of time owing to 
dizziness and fatigue. He was registered as a disabled person, 
and the almoner wrote to his employers, who were very co- 
operative and allowed him to return as a light turner. He 
was able to sit down to this work, and worked from 9 a.m. to 
4 p.m. for five days a week at a wage of £4. 

An insurance agent, aged 51. Diabetes mellitus. He was 
unemployed when the follow-up letter was sent. He was then 
registered as a disabled person and found temporary clerical 
work. The disablement rehabilitation officer promised to fit 
him into a better position as soon as one became vacant, 
and he was later found permanent employment as a clerk in 
the Ministry of National Insurance. 


Return to Full Work.—Sixty-seven of the 202 medical 
patients were able to return to their previous employment. 
It is, however, probable that some of these patients—for 


example, those who had been admitted to hospital for 
coronary disease, nephritis, or chronic respiratory disease, 
and who managed to return to their old jobs—would not be 
capable of the same occupational effort as before or remain 
much longer at work. 


Bronchitis, Bronchiectasis, and the Pneumonias.—Non- 
tuberculous pulmonary infections constituted the common- 
est cause of morbidity in the medical group. The 44 cases 
under this heading included 15 diagnosed as pneumonia or 
lobar pneumonia, 13 of bronchitis and emphysema, eight 
of bronchiectasis, five of bronchopneumonia, two of lung 
abscess, and one of empyema. In a survey of illness in 
general practice (Pemberton, 1949) “ bronchitis ” was found 
to be the commonest complaint diagnosed by a group of 
Sheffield general practitioners. It accounted for 11% of the 
4,814 diagnoses, and in men the frequency steadily increased 
through working life. The group of illnesses which includes 
bronchitis, bronchiectasis, and the pneumonias constitute an 


.extremely important cause -of morbidity and mortality 


in elderly men. The aetiology of these conditions is 
imperfectly understood and in consequence their prevention 
hardly attempted. There is, however, a high mortality from 
these conditions in certain occupations which are common 
in Sheffield, as has been mentioned above, and this may to 
some extent account for their predominance in the present 
series. 
The Surgical Cases 

Table II shows that 15 of the 100 surgical patients died in 
hospital or after discharge, 13 failed to get back to work, 
six obtained “light” work, and 59 went back to their 
previous employment. Seven were untraced. Table V 
shows the fate of the surgical cases in relation to diagnosis. 


TaBLE V.—Diagnosis and Fate of the 100 Male Surgical Patients 
Aged 50-64 
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Return to Previous Employment.—The surgical patients 
who were able to return to their previous employment 
included 26 of the 33 cases operated on for hernia, five of 
the 11 cases of peptic ulcer, and one of the eight cases of 
malignant disease. The last-named was a patient with 
sarcoma Of the mesentery who for a time returned to his 
work as an inspector in the R.S.P.C.A. The high propor- 
tion of men operated on for hernia who returned to their 
old work emphasizes the value of this operation for main- 
taining and often increasing working capacity. Two of the 
15 deaths occurred from medical .illnesses—one from 
pneumonia and one from bronchiectasis—and six of the 
13 patients who failed to get back to work were prevented 
from doing so by illnesses which either were non-surgical 
or were non-surgical throughout most of their course. 
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These were two cases of pulmonary tuberculosis, two of 
peptic ulcer, and two of cardiovascular disease. 


Age and Return to Previous Employment.—As might be 
expected, there was a falling off with advancing age in the 
proportion of patients returning to their previous employ- 
ment. In the medical cases there was a sharp drop between 
the 50-54 and 55-59 age groups: in the surgical cases the 
drop did not occur until the 60-64 period. 


Discussion 

The figures which have been given indicate that the 
majority of these elderly male medical and surgical patients 
either became fit enough to return to their old jobs or 
died. There remained two intermediate groups: those who 
did not become fit enough to return to work (15% of the 
medical and 13% of the surgical cases), and those who, 
while not becoming fit:enough to resume their old work, 
were able to undertake less arduous employment (8.5% of 
the medical and 6% of the surgical cases). In these latter 
cases the almoner was often able to help by communicating 
with the previous employer or the labour exchange or a 
different employer, and explaining the needs and capacity 
of the patient. It was an advantage if the patient was 
registered as a disabled person so that he could be included 
in the legal quota of disabled persons in the factory 
concerned. 

It was difficult to obtain a suitable job for the partially 
disabled man under a different employer. Usually there 
was no suitable work or the employer did not want the 
responsibility of taking on an elderly unfit man. Moreover, 
the patient usually preferred to return to the occupational 
environment which he knew and where he was known. He 
had perhaps spent twenty or thirty years there and could 
therefore expect sympathetic consideration. Employers in 
the Sheffield industries have usually, in our experience, 
taken their disabled employees back and found them less 
exacting work, although in many cases, owing to the small 
proportion of light jobs in these industries, it might mean 
that a workman became almost a “ passenger.” Of the 
17 medical and six surgical patients who obtained lighter 
work after their discharge from hospital, 18 were taken 
back by their previous employers. 

Beck, Gardner, and Witts (1947), reviewing the social 
service required for an unselected series of male and female 
medical in-patients, found that 10% needed assistance in 
changing their employment and, as we have done, that 
registration under the Disabled Persons Act and the use of 
the disablement rehabilitation officer were of value in find- 
ing patients suitable employment. 

Ministry of Labour Retraining and Rehabilitation 
Centres and Remploy factories may help to solve the 
problem of the partially disabled elderly man. This type of 
patient, however, is unlikely to learn a new craft easily, and 
his physical condition may seriously deteriorate even before 
retraining is complete. Industrial rehabilitation for elderly 
medical patients does not yet appear to have been much 
developed. Usually, however, it is not a question of only 
retraining muscles which have become weak and inapt from 
disuse or of re-creating the desire to work but of employing 
a man at a much lower level of occupational effort. For 
this, the Remploy factory seems to offer the best solution. 
Here, the disabled man can be employed on a permanent 
basis and the work arranged to suit his capacity. 

It is to be hoped that employers of labour on a large scale, 
whether in State or privately owned industries, will extend 
still further arrangements for re-employing their elderly 
partially disabled employees. Such arrangements might 


ee 
include retraining schemes within an industry, “ protected * 
workshops, shorter hours of work, slower rates of Output, 
and the provision of part-time employment. There are 
sometimes departments in a factory which because of the 
nature of the work done could be largely manned by the 
elderly and less fit. The report on old people published b 
the Nuffield Foundation (1947) emphasized the value Kd 
industry in wartime of the skill and reliability of workmen 
retained after pensionable age in light but skilled work. We 
have seen, for example, two old men of 85 and 83 who had 
been employed at the same silversmiths in Sheffield all their 
working lives, engaged on repairing silver ware. It is of 
course not so easy to provide these conditions in heavy 
industry, where the rate of premature disablement is already 
high. 

Summary and Conclusions 

An unselected series of 202 medical and 100 surgical male 
in-patients aged 50-64’ were followed up for an average of 
six months after discharge from hospital to see to what extent 
they were able to return to their previous employment. 

Thirty-three per cent. of the medical and 59% of the sur- 
gical patients were found to have resumed their previous work. 
Ability to return to previous employment was most Closely 
related to the type of illness and to a lesser extent to the work 
normally undertaken. 

Eight per cent. of the medical and 6% of the surgical patients 
were able to return to light work. 

The social service required to help elderly men who are 
partially disabled by chronic or progressive illness to find suit- 
able work and the industrial problems involved are discussed. 

Thirty-eight per cent. of the medical and 15% of the surgical 
patients had died in hospital or before the follow-up. 

It is clearly worth while on humane grounds, and also because 
of the need to conserve the nation’s labour force, to arrange 
suitable working conditions for men who are partially disabled 
by medical or surgical illness years before the normal end of 
their working lives. At the same time attention should be 
given to the probability that some of these disabling illnesses— 
amongst the cases of chronic respiratory disease, for example— 
might have been prevented if the patient’s working conditions 
had been healthier from the start. 


Our thanks are due to Professor C. H. Stuart-Harris, Dr. T. E 
Gumpert, and Mr. H. Blacow Yates for permission to investigate their 
cases, to Professor Stuart-Harris for helpful advice and criticism, 
and to Miss B. I. Richardson for assistance in the preparation of 
this paper. 
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The Minister of Health is considering proposals to extend 
the range of gases and fumes included in the list of “noxious 
and offensive gases"’ which are controlled by the provisions 
of the Alkali, etc., Works Regulations Act, 1906. A draft order 
has been prepared adding to the list volatile organic sulphur 
compounds, and fumes containing carbonaceous particles from 
black production works and fluorine. The order also adds 
black production works, fluorine works, and acid sludge works 
to‘the list of scheduled works liable for registration under the 
Act, and it extends the range of processes carried out in 
sulphuric acid works, bisulphite works, and cement production 
works the carrying out of which renders the works liable for 
registration under the Act. The draft order is being circulated 
to interested organizations with a request that any observations 
should be submitted to the Ministry before July 23, and a 
public inquiry will be held before the order is confirmed. 
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BRONCHO-PULMONARY SEGMENTS OF 
THE LUNG AND THEIR TERMINOLOGY 


BY 
J. HARDIE-NEIL, F.R.A.C.S., F.A.C.S. 


AND 


W. GILMOUR, M.D., F.R.A.C.P. 


(From the Oto-laryngological and Pathological Departmenis, 
Auckland Hospital, New Zealand) 


As there has been some controversy concerning the entity 
of the segments of the lung we will consider these before 
dealing with the terminology. The bronchial tree varies in 
each mammalian species, so we may, by referring to com- 
parative anatomy, gain enlightenment concerning the signifi- 
cance of the various homologues found. The term 
“broncho-pulmonary segment” is applied to a branch of 
the stem of a lobe of a lung which has on it secondary 
branches with masses of lung tissues \called _ secondary 
lobules. A broncho-pulmonary segment with its secondary 
lobules is surrounded 
by connective tissue 
derived from. the 
visceral pleura, 
which sends further 
prolongations sepa- 
rating lobules and 
penetrating the lung 
tissue as interstitial 
connective tissue. 
T he broncho-pul- 


monary segments 
form areas that are, 
in the words of 


Ewart (1889), who 
first described them, 








Fic. 1.—Lateral view of right upper “kept in isolation 
lobe of cast of bronchial tree of black as regards their air 
buck. supply and form 


separate respiratory 
districts.” From 
pathological data it 
is noted that infec- 
tion in them may 
pass towards the per- 


iphery or pleura, 
but only gross 
pathology such as 


tuberculosis or 
malignancy can 
break through their 
boundaries to invade 
the neighbouring 
segments. 

Willis (1676) 
was apparently 
acquainted with 
comparative  anat- 
omy when he drew 
the diagram of a 
lobar bronchus and 
its branches. It is 
corroborated by that 
of Huntington (1898) 
showing an embry- 
onic mammalian 





_Fic. 2.—Lateral and slightly posterior 
view of cast of right upper lobe of 
bronchial tree of dog. 





lung. This type with 
many lobar branches 
is seen in some 
mammals, such as 
the pig and _ the 
wallaroo, but one of 
the earliest mammals 
or monotremes, the 
platypus, has an 
upper lobe closely 
resembling that of 
the human. In one 
of the herbivora, the 
black buck (Fig. 1), 
we find a _ simple 
type of the upper- 
lobe stem that 
divides into two 
trunks—the subapi- 
cal below and an 
upper one. This 
division can be 
traced in all the © 
mammals we have 
dissected. On the 
upper or cephalad 
aspect of the upper 
trunk of the black 
buck may be seen 
two obvious homo- 
logues of the apicals. 
In the dog (Fig. 2) 


SU86 
APICAL 





Fic. 3.—Pruned cast of right upper lobe 
of bronchial tree of monkey. 


two well-marked 
apicals come off this 
trunk. Intermediate 


between them, but 
on the lateral aspect, 
is a well-marked 
axillary branch that 
supplies an area 
between the anterior, 
or continuation of 
the upper trunk, and 
the subapical. 





Fic. 4.—Anterior view of cast of right 
upper lobe of bronchial tree of human. 


The Upper Lobe 


If the apicals are granted segmental status a simple 
classification must be accorded to the axillary. In a monkey 
(Fig. 3) the two apicals are fused into one segmental 
bronchus. The axillary is well marked, whilst the 
remainder of the upper trunk, taking a ventral or an 
anterior direction, continues on as the anterior. We show 
a cast of the upper lobe of a human (Fig. 4), but it is only 
a confirmation of the diagram of, Aeby (1880), which has 
never been challenged. In it there is practical coequality 
of the axillary and the anterior. 


With progress in the gradation of the mammals the upper 
trunk shows, first, branches that fuse and serve the apical 
portion of the lobe. Then the axillary segment appears. 
After it is given off the upper trunk continues on as the 
anterior segment. Thus we see that, in accordance with 
adaptation, branches of a lobar bronchial stem, in con- 
formity with the diagram of Willis, may disappear or fuse 
with another or may become aggrandized to form a separ- 
ate segment. The axillary in the higher mammals becomes 
progressively enlarged and serves the area between the sub- 
apical dorsally and the anterior in front. The axillary is 
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readily accessible to bronchoscopy, can be filled separately be true. It is not possible to see how a subapical ena 


with “ lipiodol,” and is a recognized site of lung abscess. On 
a lateral view of a radiograph it overlies the bifurcation of 
the trachea. The attempt to incorporate it with the anterior 
segment ignores anatomical and clinical accuracy and does 


not lead to clarification. 


The Lower Lobe 


In the lower lobe a controversy centres round the question 
whether the subapical has a separate entity or should be 
regarded as part of the posterior basal. Starting from the 
proximal end in the human there are given off in succession 
the apical, the cardiac on the right side, the anterior basal 
one or two, the axillary basal, and the posterior basal, which 


is the continuation of the lobar stem (Fig. 5). The relative 





APICAL 


3™ 
sub 
APICAL 


“* BASAL 





Fic. 5.—The human right lower lobe. 


position of these is constant. In various positions from 
below the apical to above the final major division, where the 
axillary basal is given off, there may be found one to three 
segmental orifices distributed to the subapical segment 
which serve the lung between the apical above and the 
posterior basal below. Their distribution may be media- 
stinal, posterior, and lateral. 

At times, particularly on the right side, the segmental 
orifice of a subapical may be as large as the apical segmental 
bronchus. It may be absent on the right side or on the 
left side, but it is present, however, as a substantial segment 
with an orifice often as large as the anterior basal in all 
the mammals we have dissected. Frequently on the left 
side in the human the proximal part of the subapical 
segmental bronchus is overlain by the apical above and 
the posterior basal below. Hence on inflation it has simply 
a lateral distribution. 

Some contributors persist in showing the subapical of 
the lower lobe as part of the posterior basal—this in spite 
of the classical work of the first masters of bronchial 
anatomy, Aeby and Ewart, and the constant findings in the 
mammals that we have dissected. In his diagram, in which 
the bronchial tree is shaded to demonstrate his belief that it 
divides monopodia'ly, Aeby shows the subapical definitely 
as a separate branch of the lower lobe of the bronchial 
stem, which latter eventually ends as the posterior basal. 
Consequently the Jast branch given off from the bronchial 
tree before it continues as the posterior basal is that of the 
axillary basal. A subapical branch must come off above 
this point to be classified as a broncho-pulmonary segment. 
Comparative and human anatomy definitely show this to 


considered part of the posterior basal. 


Preparation of Lungs for Inflation 


We once more reiterate that the most satisfactory way of 
demonstrating the broncho-pulmonary segments is by the 
Moolten (1935) method of fixing the lungs. When the 
lungs are fully distended in vacuo the air sacs are fixed 
in that condition. On inflation the segments may be 
delineated just as in a map. If a lung is simply fixed ip 
formalin the air sacs, in contraction, are filled with fiuig 
and debris, and inflation may cause an artificial emphysema, 
masking the definite boundaries. We have given up using 
casts for the demonstration of the segments to students, as 
they are not easily recognized guides to the peripheral 
distribution. We have found it practically impossible to get 
any useful results from demonstration of fresh lungs in 
the necropsy room: they will develop artificial emphysema 
on inflation when apparently just fully expanded. 

Moreover, whgn the bronchial stem in a fresh specimen 
is opened, the lung collapses in its full length and recogni- 
tion of the various segmental orifices is very difficult to 
those not well experienced. Turning over a fresh lung and 
holding the ¢ollapsed slippery mass in an endeavour to 
demonstrate the segmental delineation by inflation is worth 
a trial by any investigator, as it will convince him of 
its uselessness for accurate delineation. The Moolten 
apparatus is cheap and tasily constructed. Specimens pre- 
pared by this method will last for years without losing their 
segmental delineation. The method of preparation has 
already been described (Hardie-Neil and Gilmour, 1946). 


Terminology 


The terminology of the bronchial tree was discussed at 
the two meetings of the Oto-laryngological Section of the 
Pan-Pacific Surgical Congress in Honolulu in September, 
1948. The consensus of opinion was that although the 
entity of the axillary segment of the upper lobe was 
definitely accepted its name could be replaced by the term 
“lateral!” in conformity with modern anatomical termin- 
ology. Similarly the middle lobe main divisions could be 
termed “lateral” and “anterior.” The name “apical of 
the lower lobe” is a convenient and localizing one in 
topography. Ewart described this segment as the bronchus 
dorsalis, but divides it into two branches—one the apical, 
and the other supplying the rest of the segment. As the 
term “dorsal” would apply to the apical, subapical, and 
posterior basal segments by position, it should be discarded. 
The term “apical” is more localizing, and anatomically 
corresponds with the apical of the upper lobe. The separate 
entity of the subapical segment of the lower lobe was recog- 
nized, and among the basal segments the axillary basal could 
be termed the lateral basal in accordance with modern 
terminology. We now suggest the following terminology 
of the broncho-pulmonary segments. 


Upper lobe : apical, lateral, anterior, subapical. 
Middle lobe : Anterior, lateral. 


Lower lobe: apical, subapical, cardiac, anterior basal, 
lateral basal, posterior basal. 


The anatomy of the broncho-pulmonary segments, and 
particularly of their vascular supply, has in recent years 
received such detailed consideration in connexion with 
pulmonary segmental resection as to add to that knowledge 
which has been the basis of the splendid life-saving 
advances made in recent years in the surgery of the lung. 
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“TRIDIONE*” IN THE TREATMENT OF 
EPILEPSY 


BY 


C. W. M.. WHITTY, M.R.C.P. 


(From the Departmen: of Neurology, Radcliffe Infirmary, 
Oxford) 


The oxazolidine diones, of which tridione is one, are 
structurally related both to the hydantoins and to the barbi- 
turates. Another member of the series, dipropyloxazoli- 
dine dione, had been used some years ago (Luton et al., 
1941) as a hypnotic and anaesthetic, and when tridione 
was synthesized by Spielmann in 1944 it was originally 


R CO—-NH R CO—-NH- R_ CO—NH 
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Oxazolidine diores Hydantoins Barbiturates 


tried as a sedative and analgesic. However, in experi- 
mentally induced convulsions in animals it was found to 
be more effective as an anticonvulsant than either barbitur- 
ates or hydantoins (Everett and Richards, 1944). This 
observation, combined with the drug’s low toxicity, recom- 
mended it for the treatment of epilepsy in man, and it 
has now been in clinical use for some three years. 

The first report of its results was given by Lennox (1945), 
who noted that it was often dramatically effective in the 
petit-mal epilepsies, but that its expected anticonvulsant 
action as shown by the control of grand-mal seizures was 
not pronounced: on the contrary, it appeared occasionally 
to aggravate these. This view has been largely confirmed 
by subsequent workers (Richards and Perlstein, 1946 ; 
Perlstein and Andelman, 1946 ; Butter, 1948). Its value in 
psychomotor attacks also seems slight, though De Jong 
(1946) has claimed on rather slender evidence that, com- 
bined with other drugs, it is also effective in controlling 
these seizures. After two and a half years’ experience of 
its use in 245 patients Davis and Lennox (1947) write of 
its “ unique and almost specific effect in the control of the 
petit-mal epilepsies.”” This is a high claim for the treat- 
ment of a condition notoriously difficult to control, and 
may prove over-optimistic. Nevertheless all experience 
seems to agree that in many cases of petit mal tridione 
produces a striking amelioration. 

Although the drug’s toxicity in animal experiments was 
low, minor toxic effects in man are common. They were 
discussed in detail by Lennox (1947). He found com- 





““Tridione”’ is Abbott Laboratories’ trade name for 3,5,5- 
trimethyloxazolidine-2,4-dione. It has become established in the 
literature as the clinical name for this chemical substagce and is 
therefore used here. 


plaints of a mild photophobia or “ glare” effect—so that 
objects appeared as with a halo when viewed in bright 
light—the most common. This occurred in about one- 
third of all patients. Acneiform, morbiliform, and urti- 
carial rashes were also noted, though they were usually 
transient. Indigestion and nausea might occur. Other 
occasional symptoms were drowsiness, ataxia, and irrit- 
ability. Similar effects were reported in this country by 
Butter (1948). None of these symptoms was a serious 
hindrance to the continued use of the drug. However, 
there have also been reports of more severe toxic effects. 
These are of two main sorts—a reduction of blood-forming 
activity leading either to agranulocytosis or to aplastic 
anaemia, and an inflammatory skin reaction which may 
proceed to exfoliative dermatitis. 

Fatal anaemia, or granulocytopenia, has been recorded 
in four cases from the United States (Harrison et al., 1946 ; 
Mackay and Gottstein, 1946; Lennox, 1947), but at least 
one of these was taking “ mesantoin ” as well as tridione, so 
that the latter may not have been the responsible agent. 
In this country also two cases have been reported (Braith- 
waite, 1948 ; Forster et al., 1949). Similar blood dyscrasias 
which responded to treatment have been reported in four 
other cases (Greaves, 1946 ; Briggs and Emery, 1949) ; while 
Kerrin (1948) detailed a case in which an urticarial rash 
led on to a fatal exfoliative dermatitis, and Butter (1948) 
mentioned a similar case which recovered. Barnett et al. 
(1948) and Briggs and Emery (1949) also record two cases 
with a nephrotic syndrome, one of which was fatal. These 
reported figures—eight fatalities and a further six severe 
reactidns—must be considered in the light of Nattrass’s 
(1949) quoted estimate of 10,000 cases that have had 
tridione treatment. In this context the toxicity of the drug 
cannot be viewed as very high, and Briggs and Emery 
must have been particularly unlucky in their experience 
of four severe reactions in a total of ten patients 
treated. 

Apart from the above effects, Lennox also found that 
in half the cases of grand mal these fits were made worse. 

The drug has not been extensively used in this country, 
owing partly to difficulties of supply and partly to its 
reputation for toxicity, which seems to have been exagger- 
ated. Only three series, of 23, 10, and 9 cases respectively 
(Butter, 1948 ; Briggs and Emery, 1949; Nattrass, 1949), 
have so far been recorded. In this paper the results of the 
treatment of 50 patients are given. 


Present Investigation 


Case Material——Patients were selected in the main 
because other forms of treatment had failed to control or 
reduce their attacks. Nineteen were males and 31 females, 
and their ages ranged from 4 to 62 years. Treatment was 
continued for periods varying from 2 to 18 months. Some 
form of the “ petit-mal triad ”’* was present in 46 cases: 
22 had only petit-mal epilepsies ; the other 24 had grand- 
mal attacks as well. Six of these had proved local -brain 
lesions as the probable basis of their attacks. Of the 
remaining four patients, three had grand mal only, and 
one a unilateral tremor-rigidity syndrome due to birth 
injury. 

Dosage.—Dosage varied from 0.3 to 1.8 g. of tridione a 
day, which represented one to six capsules of 0.3 g. each. 
With adults the initial dose was usually one capsule three 





*This nomenclature was introduced by Lennox and Gibbs, and 
includes “classical” petit mal, myoclonic jerks, and akinetic or 
inhibitory epilepsy. The grouping seems justified on both clinical 
and electroencephalographic grounds, and is now accepted, with 
qualifications, both in this country and in America. 
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times a day, which would be scaled up or down in the 
light of their response. With children under 10, two cap- 
sules were used initially, and for those under 5, one. Once 
a marked beneficial effect was obtained the dose was 
usually reduced by stages to the minimum needed to main- 
tain improvement. This was generally two or three cap- 
sules a day. Few patients who did not respond to three 
or four capsules a day would do so with larger doses, 
though in one case in which the smaller dose had produced 
no noticeable effect at all doubling the dose from three to 
six capsules a day produced a dramatic improvement in 
48 hours. In some cases improvement was maintained 
even when the drug was stopped. For this reason the effect 
of omitting it was tried in all cases which still maintained 
improvement with only one or two capsules a day. 


Results 


Results were judged by comparing the average number 
of fits per week before and after treatment. Evidence of 
this was always obtained from an outside ‘observer as well 
as the patient. It will be seen from Table I that five of 
the 22 pure petit-mal cases had their attacks completely 


TABLE I.—Cases with Petit-mal Triad Only 











Type of | Length of | 
Case | Age Attacks | Treatment | Effect on Attacks 
(Months) | 
1 16 | Pm., In. 6 | Reduced to 
2 8 Pm. 4 - ae 
3 | 17 | Pm. 15 | Reduced to § (variable) 
4 9 Pm. 10 | Abolished 
5 18 Pm. 8 Reduced to 1/10 
6 10 Pm. 18 - » 1/10 
7 9 Pm., In 15 Abolished 
8 24 | Pm. 4 Reduced to $+ 
9 11 Pm. 4 o oo 
10 13 Pm. 15 on o2 
11 15 Pm. | 15 Abolished 
12 9 Pm., Myo. | 6 ‘i 
13 13 Pm. 16 Reduced to } 
14 12 Pm. 4 No effect 
15 9 Pm. 4 | Reduced to ¢ (transient) 
16 13 | Pm., Myo. 12 | Abolished 
17 8 Pm. 6 Reduced to } 
18 16 | Pm. 6 * * $ 
19 11 Pm., In. | 3 ” 
20 4 | Pm. | 2 ot 
21 18 | Pm. 3 me 
22 33 Pm. 10 » 1/10 








Pm. = Petit mal. In. = inhibitory epilepsy. Myo. = myoclonic jerks 
abolished for the period of observation. In a further 11 
cases attacks were reduced in frequency to a quarter or 
less. Another five showed slighter degrees of improve- 
ment, which in one case lasted only six weeks. In only 
one case was there no effect. 

The assessment of the cases with mixed grand mal and 
petit mal is more difficult (see Table If). However, in 15 
of them the petit-mal element was abolished or greatly 
reduced, and in a further five cases it was somewhat 
reduced. In four it was unaffected. The effect on the 
grand mal was hard to judge, as these attacks were usually 
much less frequent than the petit mal. A noticeable reduc- 
tion of frequency occurred in five cases ; in nine it appeared 
unchanged ; and in ten it increased in frequency, or the 
fits became more severe, status epilepticus occurring in 
one case. Reviewing the whole 46 cases from the point of 
view of petit-mal attacks, 31 showed abolition of attacks 
or great improvement, 10 showed some improvement, and 
5 showed no change ; none were worse. 

Of the six cases with focal brain lesions the petit mal 
was unaffected in three. In one, with a frontal glioma, 


attacks were reduced in frequency from three or four a 
day to two or three a month. In another, with a right 
temporal angioma, the petit mal was abolished for five 


weeks; then a severe status epilepticus occurred and 
tridione was abandoned. In a third case, with a calcified 
lesion in the left temporal region, inhibitory or petit-ma} 
attacks were greatly reduced. The drug was stopped in 
nine cases: in three because improvement was maintained 


TaBLE II.—Cases with Grand Mal and Petit-mai 











| 
| Typeof | Length of 
Case | Age Attack Treatment Effect on Attacks 
(Months) 

23 28 | Gm., Pm. 3 Pm. no effect. Gm. increased 

24 42 | Gm., Jn. 8 In. abolished. Gm. increased 

25 44 | Gm., Pm. - Both abolished for 2/12, then Gm. 

increased 

26 34 | Gm., Myo. No effect on either 

27 10 | Gm., Pm. >2 Both reduced to }$ 

28 29 | Gm., Pm. 4 Pm. reduced to }. Gm. unchanged 
29 16 | Gm., Pm. 12 Pm. reduced to 1/10. Gm. unchanged 
30 12 | Gm., Pm. 7 Pm. abolished. Gm. improved 

31 18 | Gm., Pm. 16 Pm. reduced to }. Gm. increased 

32 20 | Gm., Pm. 12 Pm. no effect. Gm. improved 

33 Gm., Pm. a4 Pm. abolished. Gm. increased 

34 22 | Gm., Pm. 3 Pm. reduced to 1/10. Gm. improved 
35 19 -» Pm. 15 Pm. reduced to t: Gm. improved 

36 23 | Gm., Pm. 14 Pm. reduced to #. Gm. increased 

37 23 | Gm., Pm. 10 Pm. reduced to $4. Gm. variable 

38 14 | Gm., Pm. 8 Pm. reduced to 1/10. Gm. increased 
39 15. | Gm., Pm. a Pm. reduced to 1/10. Gm. unchanged 
40 12 | Gm., Pm. 6 Pm. reduced to i Gm. increased 

41 24 | Gm., ‘n. 3 In. abolished. m. improved 

42 31 | Gm., In. 5 In. reduced to}. Gm. unchanged 

cx) 18 | Gm., Pm. 4 Pm. reduced to 1/10. Gm. increased 
44 26 | Gm., In. 3 In. no effect. Gm. increased 

45 33 | Gm., Pm 2 Pm. reduced to #. Gm. unchanged 

31 | Gm., Pm 5 Pm. reduced to 1/10. Gm. unchanged 














Gm. = Grand mal. In. = inhibitory epilepsy. Pm. = petit mal. Myo. = 
myoclonic je: 


without it; in two because the effect on petit mal was 
transient or negligible ; in three because grand mal was 
increased ; and in one because of marked irritability and 
conduct disorder. 

Of the three cases of grand mal only, one, a _ post- 
traumatic epilepsy from closed head injury, was completely 
free from fits for a period of over a year. She had been 
given tridione as both hydantoins and phenobarbitone had 
failed to reduce the number of her attacks. The other two 
had been wrongly diagnosed as akinetic attacks before the 
account of a trained observer made it clear that they were 
in fact mild grand mal. In neither case was the frequency 
of the fits affected. The patient with tremor-rigidity syn- 
drome was given tridione for its supposed antispastic effect, 
but no objective change in his condition was noted after 
three months’ treatment. 

In general the results of this regime were shown within 
a week or ten days of its start. Often within 48 hours a 
reduction of attacks was remarked on. After three weeks’ 
treatment with an effective dose, further changes in the 
petit-mal epilepsy were not usually seen, though an increase 
in grand mal, if it occurred, commonly did so after this 
time. 

If seizures were abolished or much reduced for over 
three weeks it was usual to start lessening the dose of 
tridione. In most cases it was possible to do so without 
any relapse, though occasionally reduction by even one 
capsule a day caused increase of fits. In three cases the 
drug was stopped entirely after three to six months of 
treatment, and all three remained free from attacks for 
periods of two to four months. On the other hand, in 
some cases in which the drug was omitted inadvertently 
attacks recurred or became more frequent within three to 
four days. Moreover, in two cases omission of the drug 
because clinical response seemed slight produced an unex- 
pected increase in petit-mal attacks, which were again 
reduced when it was restarted. 

Two cases, one with grand mal only and one with 
myoclonic jerks and grand mal, showed an_ interesting 
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change in their attacks within ten days of starting tridione. 
poth noted a lengthening of the period of aura, in each 
case aD epigastric one, so that they were able to sit or lie 
down before their grand-mal attacks developed, whereas 
reviously they had had only the most momentary warn- 
a. They appreciated this change considerably, though 
ri neither case was there any reduction in the frequency 


of attacks. 
Illustrative Cases 


The regime of treatment and the problems involved are 
ijlustrated in the following brief case histories. 


Case 16: Petit Mal and Myoclonic Attacks Abolished by 
Tridione—A boy aged 13 had had typical petit-mal attacks and 
occasional myoclonic jerks of the right arm and shoulder since 
the age of 44. There was no personal history of grand mal 
or any family history of epilepsy. Attacks averaged 10 a day, 
but on bad days he might have 20 or 30. They were unaffected 
by 44 gr. (0.29 g.) of phenobarbitone a day, which was making 
him sleepy. He was given 0.3 g. of tridione t.d.s and 1 gr. 
(65 mg.) of phenobarbitone b.d. After three days the attacks 
were much less frequent, and after a week they were abolished. 
They have been absent now for over a year, except when he 
omitted the tridione for periods of five and eight days. On 
each occasion the attacks recurred in 48 hours. He is now 
stabilized on 0.3 g. of tridione b.d. 


Case 5: Petit Mal Controlled by Tridione. Grand Mal 
Occurred for First Time - Controlled by Hydantoin—A youth 
aged 18 had had petit-mal attacks since the age of 7. There 
was no personal history of grand mal. One sister had petit 
mal. Attacks averaged one or two a day and were controlled 
for some years with 1 gr. of phenobarbitone b.d. At the age 
of 16 attacks recurred, and 1 gr. of phenobarbitone t.d.s. had 
no effect. He was given 0.3 g. of tridione t.d.s with 1 gr. of 
phenobarbitone b.d. The attacks ceased after 48 hours. The 
phenobarbitone was gradually reduced during six weeks. 
Occasional petit-mal attacks recurred three months later, averag- 
ing one in four or five weeks. Five months later he had his 
first grand-mal attack. He had three further attacks in the next 
10 days. Then 14 gr. (0.1 g.) of hydantoin b.d. was added to 
his tridione. No further grand-mal attack occurred for the 
next four months. Two petit-mal attacks occurred during this 
time. He is now regularly taking 0.3 g. of tridione t.d.s. and 
14 gr. of hydantoin b.d. 

Case 14: Petit Mal Unaffected by Tridione; Grand Mal 
Developed.—A girl aged 12 had had petit-mal attacks since the 
age of 10. There was no history of grand-mal attacks, and 
the family history was negative. The frequency of attacks was 
12 daily, and they were reduced in number for a few months 
by 2 gr. (0.13 g.) of phenobarbitone a day. This effect soon 
wore off. She was given 0.3 g. of tridione t.d.s. together with 
the phenobarbitone, but this was without effect. In one month, 
dosage was increased to 0.3 g. of tridione five times a day. 
There was no effect in a further month. At this time the first 
grand-mal attack was reported, and 0.3 g. of tridione t.d.s. 
with 14 gr. of phenytoin sodium (“epanutin”) was given for 
two months. There were no further grand-mal attacks, but the 
petit mal was unabated. Electroencephalography in this case 
showed runs of typical wave-and-spike activity. 


Electroencephalographic Changes 


A detailed description of these will be given elsewhere. 
Here it is worth noting that clinical improvement did not 
always go hand in hand with decreased abnormality in 
E.E.G. records ; nor was the occurrence of wave-and-spike 
or “petit-mal variant” patterns in a record essential for 
clinical or E.E.G. improvement to occur. Though the 
majority of those showing good clinical response did in 
fact show wave-and-spike activity, some cases without this 
improved markedly, and at least one case with a clear-cut 
wave and spike showed no clinical response to the drug. 


‘ 


Toxic and Other Incidental Effects 


Blood changes are potentially the most dangerous and 
deserve special consideration. Reports of fatal blood 
changes have been mentioned above. They appear to be 
fairly sudden in onset and rapid in progress. In some of 
them both diagnosis and: treatment seemed somewhat 
delayed. They may occur at any time within a few weeks 
to ten months of the start of treatment. As with other 
toxic blood dyscrasias, their earlier manifestations are 
probably general symptoms of sore throat, malaise, listless- 
ness, etc. Their possible occurrence demands that patients 
on tridione should be under medical supervision, and 
unexplained general symptoms require an immediate check 
on the blood. They are, however, rare, and a more common 
effect noted by Davis and Lennox was a slow downward 
drift of the absolute neutrophil count, sometimes with a 
rise in number of lymphocytes or a transient eosinophilia. 
The change was reversed by omitting the drug. 

In 36 of the cases in this series full blood counts were 
done at the start of treatment, thereafter fortnightly for 
the first six weeks, and then at intervals of four to six 
weeks. In 10 others the counts were done initially and at 
monthly intervals. In four the counts were more sporadic. 
In 26 cases treated for six months or more two showed a 
sudden marked reduction of total granulocytes in their 
monthly counts. Both returned to normal—one within 14 
days and the other within four days of the abnormal count. 
In the latter case it was considered possible that the 
apparent reduction was, due to a technical error. In six. 
others a slow but irregular reduction of granulocytes was 
noted, but in none did the absolute neutrophil count fall to 
the 1,600 considered dangerous by Lennox. In four a 
moderate leucocytosis occurred, but at periods varying from 
one to 10 months after the onset of treatment, so that there 
was probably no causal link. In two an eosinophilia of 
over 5% was noted. No significant change in haemoglobin 
or red cells was seen. 

The urine was tested, for albumin and sugar only, 
in 18 cases during the first three months of treatment. 
Albuminuria was found in one case. This was 
absent three weeks later, though the treatment had been 
continued. 

Apart from the aggravation of grand-mal attacks con- 
sidered above, other toxic effects, though annoying to 
patients, were medically trivial. Seventeen cases suffered 
from “ glare.” For this the wearing of sun-glasses during 
bright weather sufficed to allay any discomfort. Ten had 
rashes—eight acneiform, one macular, and one urticarial. 
In the latter two cases the drug was omitted for three weeks, 
as these rashes may sometimes herald more severe toxic 
reactions. The acne seemed purely an aesthetic disadvant- 
age, though at times a serious one. In young women 
especially it proved a handicap to continued treatment, 
which had sometimes to be omitted temporarily. The rash 
would then clear, to return, though often less intensely, 
when the drug was restarted. Four patients had an irrit- 
ability severe enough to affect their social relations. Three 
noted drowsiness and slight ataxia, and in one of them this 
persisted for some months. Three had prolonged bouts 
of hiccup during the first three months. None complained 
of indigestion, though two had nausea or vomiting at the 
onset. None of these complaints required more than a 
temporary cessation of the drug. It is a distinct advantage 
that its sudden complete cessation had no tendency to 
cause status epilepticus in patients with grand mal—a 
danger which always has to be borne in mind with 
barbiturates and hydantoins. 
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The obverse of these minor ill-effects should also be 
mentioned. In many cases patients or their relatives 
spontaneously remarked on an increased sense of well- 
being, an improved performance at school, or improve- 
ment in social behaviour in the home. One intelligent 
patient gave a vivid description of the increase in self- 
confidence when he no longer had to fear the sudden 
interruption of what he was saying or doing by an attack. 


Discussion ard Conclusions 


There can be little doubt that tridione is a valuable 
remedy in the treatment of petit-mal epilepsy. At present 
it is used mainly in those cases in which phenobarbitone 
and the other better-established drugs have failed. In the 
future, it, or one of its less toxic related compounds 
such as dimethylethyloxazolidine dione, already in use in 
America, will probably be the drug of first choice. Its 
possible toxicity, especially to the blood, is a handicap, 
but as case material accumulates this will be seen to be a 
slighter risk than it appears at present. For the moment 
it should be used with circumspection, regular medical 
supervision and a routine monthly blood count being 
essential. As its use increases, a more serious disadvantage 
may be its aggravation or provocation of grand-mal attacks. 
For this the addition of some effective anticonvulsant will 
be required. Phenobarbitone may be useful here, but in 
this series the hydantoinates proved more valuable for 
combined therapy. . 

In the ten cases in which tridione seemed to activate 
grand mal this tendency was controlled in six by the addi- 
tion of hydantoinates ; and with these two drugs together 
three patients were rendered free from all fits for the first 
time for some years. Such a combination requires especial 
care in watching for blood dyscrasias, as both components 
are known to produce: this effect. In practice, 17 of the 
above patients have been on this regime for periods 
up to 14 months, and so far no untoward results have 
been seen. 

Short-term assessment of treatment in epilepsy is always 
apt to be misleading, because the frequency of the seizures 
tends to vary naturally, often for no apparent reason. 
Nevertheless, the first results of tridione therapy are 
striking enough to justify hope for the future. 

Perhaps the most interesting question that arises out of 
this drug’s marked selective effect on petit mal is that of 
its mode of action. Some valuable information on this 
point is provided by the findings of Grey Walter (1949 
—personal communication). In patients who showed myo- 
clonic jerks which could be fired off by photic stimula- 
tion, provided the frequency of the light-flash on the retina 
was exactly right, he found that administering tridione in 
a given case changed the frequency at which the light-flash 
would elicit the jerk. At first it appeared as if the light- 
stimulated response had been abolished ; that the drug had 
“cured ” this artificially stimulated epilepsy. But further 
stimulation with the light-flash at a changed frequency again 
produced the myoclonus, and it would seem that tridione 
had only altered the setting of the complex reflex pathway 
subserving the response. 

In certain patients, at present few in number, the occur- 
rence of clinical petit-mal seizures has been reported 
following intermittent stimulation of the retina by some 
incidental occurrence during their day’s work (Cobb, 1947). 
In these cases any curative effect of tridione must work in a 
similar way to that demonstrated by Walter. If we consider 
that the central mechanism for firing off petit mal can be 
stimulated by other than photic afferent impulses—from 


~~ ae 
exteroceptive and possible enteroceptive source 
changing the rate of stimulus necessary to fire the mechan. 
ism would still provide a basis for clinical cure. There are 
many features in the clinical course of petit mal which 
would lend support to the view that incoming stimulj of 
various sorts help to precipitate the attacks. 


Moreover, Jasper and Droogleever-Fortuyn’s (1947) pro. | 


duction in animals of generalized wave-and-spike cortical] 
electrical patterns by stimulation of the internal laminar 
region of the thalamus also suggests the importance of the 
afferent system. Should these findings be applicable to 
human petit mal, then we must envisage the electrica] 
changes in the cortex and the changes in consciousness that 
constitute the seizure as being activated from the thalamus. 
What causes the thalamus to fire in this way is still a matter 
for further experiment and speculation. But in interfering 
with the thalamo-cortical mechanism of the seizure tridione 
can presumably act at cortical or thalamic level or at 
both. 


The findings from clinical use of the drug would suggest 
that some action at any rate is at cortical level. The 
“ glare’ phenomena support such a site, as does the change 
produced only in the aura phase of the two cases of grand- 
mal attacks. Moreover, the effect on seizures occurring in 
the three patients with known focal cortical lesions point 
the same way. If this is so, then the continued use of 
tridione may enliven clinical routine by the incidental light 
it sheds on cortical function as well as by its therapeutic 
success. ' 


Summary 


A review of 50 cases treated with tridione is given—22 had 
one of the petit-mal epilepsies only, 24 had mixed grand and 
petit mal, three had grand mal only, and one had a unilateral 
tremor-rigidity syndrome. 

In 31 cases the petit-mal attacks were abolished or markedly 
lessened, in 10 they were reduced, and in five unaffected. Grand 
mal was reduced in five cases, unchanged in 9, and aggravated 
.n 10, in one of which status epilepticus occurred. 

Evidence of serious though transient toxic effects on the 
blood was shown in two cases. Other toxic effects included 
“glare,” rashes, irritability, hiccup, drowsiness, and ataxia. 
Except for the first two, these were usually slight or transient. 

The drug was discontinued in eight cases because it was 
ineffective or too provocative of grand mal, in three because 
improvement was maintained without it, and in one because 
of pronounced irritability. 

The combined use of tridione and sodium diphenyl 
hydantoinate for the mixed epilepsies, and the possible mode 
of action of the former drug on the genesis of petit-mal seizures, 
is discussed. 


Addendum 


Since writing this paper an additional five cases have been 
treated with tridione for periods of three weeks to three months. 
In three cases petit mal attacks were reduced to one-quarter or 
less of their previous frequency: in two there was little or no 
effect. Of the 37 cases from the original series who were 
continuing tridione, four have now ceased to take it. Three of 
these cases have maintained their improvement for one to three 
months. Blood changes have occurred in a further two cases— 
in one there was a sudden drop in the absolute neutrophil 
count, which was reversed within three days by withdrawal of 
the d-ug; the other showed a slow reduction of neutrophils to 
1,400. in this case the total leucocyte count at first rose, owing 
to a simultaneous increase in lymphocytes. This emphasizes 
the importance of a differential count. 


My thanks are due to Dr. W. Ritchie Russell for facilities for 
carrying out these trials, Messrs. British Schering. Ltd., kindly pro- 
vided samples of trimethyloxazolidine dione at the start of this 
work, 
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THE USE OF “TRIDIONE” IN 
PETIT MAL 


BY 
F. C. HAWARD, M.R.C.S., L.R.C.P. 
Medical Officer, Chalfont Colony for Epileptics 


“ Tridione ” was first used at Chalfont Colony for Epileptics 
in October, 1947. The following is a summary of the 
cases treated with this drug in the following year, with our 
conclusions. 

As we knew little of the possible toxic effects of tridione 
the trial was limited to 50 cases, but we feel that these were 
sufficient to assess the efficacy of the drug. The patients 
were chosen at random; some suffered from petit mal 
alone and someefrom petit mal with grand mal. All cases 
of petit mal were diagnosed solely on clinical grounds. As 
tridione is effective only when petit-mal attacks are asso- 
ciated with a cortical dysrythmia of the wave-and-spike type, 
it is probable that some of the failures were due to the fact 
that the patients had a dysrhythmia of a different type. 
(Electroencephalographs were not available.) The ages of 
the patients ranged from 10 to 68, and they were mostly 
females. 


Dosage 


Each patient began treatment with one capsule (0.03 g.) 
thrice daily ; the dose was to be increased to six capsules 
daily if no benefit was produced. In only three cases was 
it necessary to administer the maximum amount. Initially, 
tridione was given to all cases, whether they suffered from 
petit mal alone or in combination with grand mal, but it 
was soon realized that tridione does not control grand mal. 
Moreover, certain cases who had previously only suffered 
from petit mal began severe grand-mal attacks when given 
tridione alone. Two cases went into status epilepticus (with 
subsequent recovery). We agree with Lennox (1947) when 
he states that he does not regard the term “ anti-convulsant ” 
as correct when applied to tridione in its use in epilepsy. 
An anti-convulsant such as phenobarbitone and/or epanutin 
is NOW given in conjunction with tridione to all cases. 


Duration of Treatment 

Anxiety about the possible toxic effects of tridione led 
to withdrawal of the drug too soon in some of the early 
cases, The continued administration of tridione with an 
anti-convulsant might have led to improvement in these 
cases, and we are at present treating some of them in this 
way. We have so far completely withdrawn the drug in 
only one patient (quoted below), who has reacted success- 
fully. Lennox states that after the withdrawal of tridione 
there may be no attacks for 18 months. We gradually 
reduced the dosage when the fits ceased or became much 
less frequent. A number of patients whose attacks were 
considerably reduced with tridione showed an increase 
in attacks when the drug was discontinued owing to some 
contraindication. 

Immediate Effects 

Tridione is beneficial in cases of petit mal, a conditjon 
which had previously appeared not to react to any form 
of treatment. The results with some patients, particularly 
children, were dramatic. Within a short time of the drug 
being administered there was complete relief! in patients 
previously having frequent attacks. One typical case 
illustrates this: 

T.F., aged 14 years 10 months. Admitted to Chalfont on 
April 29, 1943. He had suffered from 10 to 21 minor attacks 
per month for five and a half years. On Oct. 18, 1947, he was 
given tridione, one capsule t.d.s. Since that date he had one 
major attack, in November, 1947, and no epileptic attack of 
any type since. Prior to having tridione he was described as 
a “dopy ” type of child ; at present he is a bright and reliable 
boy and joins in all games with obvious enjoyment. 


Apart from cessation or reduction of frequency of 
attacks, there has been improvement in behaviour defects 
and mental capacity in several cases, and the patients have 
expressed a feeling of general betterment. We have not 
been able to record improvement by the electroencephalo- 
graph, as the apparatus is not available. Lennox utilizes 
electroencephalography as an indication for reducing the 
dose of tridione. If his cases have had no petit-mal attacks 
for three months and the encephalograph is free of wave- 
and-spike formations, he reduces the dosage by one capsule 
every two months until none is taken, if the attacks do not 
return. When reduction or cessation of attacks is not 
accompanied by an improvement in the patient’s mental 
state, this may be due to insufficient time having elapsed 
for the mental capacity to be judged. An improved mental 
state may follow, particularly in children and in cases with 
a short history. 

In our experience the best results have been produced 
in children. Whether this is due to the age of the patient 
or the shorter duration of the malady we do not feel in 
a position to say, though Lennox states that the age is 
presumably the important factor. Age would appear to be 
no contraindication to the use of tridione. Our oldest case 
is a woman of 68, whose history is appended : 

K. A., admitted to Chalfont on Nov. 12, 1931, with 27 years’ 
history of epilepsy—all minor attacks. Her annual number of 
attacks was from 150 to 250. She was first given tridione on 
Nov. 21, 1947, since when she has had six to seven attacks per 
month. 

In addition to the petit-mal attacks recorded by the 
attendants, presumably there are a large number which 
must escape observation. 

One other factor in assessing the value of original treat- 
ment, particularly in adults, is the patient’s suspicion of 
a new drug; in some cases this resulted in a lack of 
co-operation and hysterical manifestations. 
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Toxic Effects 


Visual.—There were no serious toxic effects in our cases. 
Photophobia, or the “glare” phenomenon, particularly 
when the patient was out-of-doors, has been the most 
common manifestation, although this has occurred only in 
adults. There was no evidence of intrinsic eye changes. 


In no case was it necessary to discontinue treatment on this ’ 


account, and the condition appeared to occur irrespective 
of dosage. 


Blood.—White cell counts and haemoglobin estimations 
were done at monthly intervals. We had decided that if 
the count fell below a total of 4,000 white cells we would 
stop the drug. This occurred in one case, and the count 
improved considerably after the tridione had been dis- 
continued. Lennox lays down that a white count of below 
4,000, with polymorphonuclears less than 40% or number- 
ing less than 1,600, are indications for at least temporary 
discontinuance of medication. The haemoglobin remained 
normal except in one case with a reduction to 60% ; there 
was no evidence that the diminution was due to the tridione. 


Skin.—Two children developed a morbilliform eruption, 
one having in addition a severe stomatitis, presumably due 
to the drug ; the blood picture was normal. The condition 
cleared up shortly after tridione was discontinued. 


Gums.—There was no effect on the gums, such as the 
hyperplasia that follows epanutin administration. 


Ataxia.—There was no case in which tridione could be 
incriminated. 


Indications for Stopping Treatment 

These are: (1) an increase in the number of attacks, 
(2) failure to control petit mal, and (3) manifestation of 
toxic symptoms. The dose of tridione was increased to 
six capsules per day, when necessary, before we considered 
it had failed to control the petit mal. One important factor 
in the use of tridione is that, unlike the anti-convulsant 
drugs, it can be withdrawn abruptly without ill effects. 


Summary of Cases 
Children.—Fourteen cases. 


Boys.—Ten cases, aged between 10 years and 14 years 
11 months. Attacks have entirely ceased in four cases. In case 1 
they ceased in seven months, in case 2 in six weeks, in case 3 in 
four weeks, and in case 4 in four months. Case 1 was having 
100 attacks a month ; case 2, 65 attacks a month ; case 3, 10 to 
20 attacks a month ; and case 4, 35 attacks a month. The remain- 
ing 10 cases showed from 10% to 90% reduction in the number 
of attacks. 


Girls——Four cases, aged between 11 years 11 months and 
13 years 11 months. Case 1 was exhibiting the akinetic type 
of attack. She has ceased to fall in the attacks, and they were 
reduced .by about 15%. Im cases 2 and 3 the attacks were 
reduced by 50%. Case 4 had shown a marked reduction in 
her attacks, but after four months’ treatment tridione was with- 
held when the total white cell count fell to 4,000 per c.mm. 

Adults.—Thirty-six cases. 

Females.—Twenty-six cases, aged between 16 years 10 months 
and 68 years. Attacks ceased in six months in one case that 
was having 120 to 300 attacks a year. Thirteen cases showed 
a diminution in the number of attacks. Seven cases showed 
little or no improvement. Three of these cases were among 
the earliest treated with tridione, and began severe attacks of 
grand mal as soon as therapy was started. Two of these cases 
are now receiving tridione again, and doing well. Two cases 
were apparently worse with tridione. 

Males.—Ten cases. Of these, eight cases showed improve- 
ment and two no improvement. 


. . a 
From the foregoing it will be seen that in boys 28.5% 


showed cessation of attacks, and in girl 9 red j 

ment. In female adults 3.7% eed 1 ie Rage oning ae 

and 7.7% became worse. In male adults 80% 

ment, and 20% showed no improvement. 
‘We are now giving tridione to more patients. The dru 

appears to be of use in all cases of petit mal, although tz 

of little or no value in the treatment of grand mal. 


showed improve. 


Summary 


Conclusions are given of the treatment of 50 cases of petit 
mal with tridione over one year. Tridione is of value onl 
in the treatment of petit mal. Dosage and toxic effects po 
discussed. 


An analysis is given of the effects of treatment upon adults 
and children. The best results were with children. 


My thanks are due to the committee of the National Society for 
Epileptics for their permission to publish these results, and to the 
matron and nursing staff for their co-operation. 
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CASE OF SALMONELLA ENTERITIDIS 
SEPTICAEMIA WITH LUNG 
ABSCESS 


BY 


I. McLEAN BAIRD, M.B., Ch.B. 
AND 


L. CAPPER, M.B., B.S. 
(From the London Chest Hospital and the Seamen’s Hospital) 


Although Salmonella enteritidis (Gaertner’s bacillus) infec- 
tion is usually characterized by an acute gastro-intestinal 
illness with a pyrexia, many authors report a positive blood 
culture. Huang (1937) reviewed 50 cases of Salmonella 
septicaemia, most of which also had a coincidental debilita- 
ting disease—e.g., relapsing fever. There is a striking 
similarity between the features of Salm. gnteritidis septi- 
caemia and typhoid fever. 

The usual onset of Salm. enteritidis septicaemia is sudden, 
with fever and generalized aches. A continuous fever witb 
a relative bradycardia often occurs in the second week. A 
moderate anaemia with a leucopenia is frequently present. 
An enlarged spleen is almost constant. Rose spots about 
3 mm. in diameter, not fading on pressure, are a feature at 
this stage. The blood cultures are positive in the first two 
weeks, and the organisms can be recovered from the stools 
and the urine later. Serum agglutinins are not usually 
detected until the fourth week. 

Occasional variants from this clinical picture have been 
recorded—e.g., hepatic enlargement. Necropsy findings 
include hyperplasia of Peyer’s patches, haemorrhages in the 
gastro-intestinal mucosa, and inflammatory lesions of the 
brain, gall-bladder, bile ducts, and lungs. 

Predisposing Factors and Prognosis—Most authorities 
stress the importance of malnutrition and debilitating 
disease, which is emphasized in the case report below. The 
mortality is high, and due to the frequent occurrence of 
complications. 


Complications 


The complications recorded include meningitis, pyelitis, 
osteomyelitis, cholecystitis, cholangitis, and pulmonary 


4 improved, 





admi' 
plain 
some 
with 
had | 

Or 
there 
and ; 
coun 
per | 
cells. 
stage 

Py 
40.6° 
mepa 
to th 
colife 








5%, 
OVe- 
ved, 
Ove- 


it is 


petit 
Only 
are 


lults 


i for 
) the 


jital) 


fec- 
inal 


ella 
lita- 
cing 
»pti- 


den, 
witb 


ent. 
out 
e at 
two 
ools 





Aus. 6, 1949 


SALM. ENTERITIDIS SEPTICAEMIA WITH LUNG ABSCESS 


317 


BRITISH 
MEDICAL JouRNAL 





—s | *,* 

involvement. Two cases of fatal purulent meningitis are 
recorded by Huang. Stevenson and Wills (1933) have 
reported 4 “primary” Salm. enteritidis meningitis 
in a child of 9 weeks. Pyelitis and pyelonephritis 
are common in the recorded cases. Harvey (1937) 
and Guerra have reported the occurrence of Salm. enteritidis 
osteomyelitis. Barwell (personal communication, 1947) 
describes a case of amoebic liver abscess in which Salm. 
enteritidis (Chaco variety) was found in the pus from the 


abscess. 

Pulmonary Involvement.—The recovery of Salm. enteri- 
tidis from the sputum has often been reported, but only two 
cases of pulmonary involvement could be found. McNee 
(1921) describes a case of “influenza bronchopneumonia ” 
in which necropsy findings were haemorrhagic peribronchial 
areas with pus in the bronchi, from which Salm. enteritidis 
was cultured. Smith and Scott (1930) report a case of Salm. 
enteritidis septicaemia in which consolidation of the right 
upper lobe developed. The rarity of the pulmonary involve- 
ment is contrasted strikingly with the comparative frequency 
in typhoid and paratyphoid fevers and in infection by Salm. 
cholerae-suis. 


Case Report 


A merchant seaman aged 48, a native of Barbados, was 
admitted to the Seamen’s Hospital on Feb. 6, 1946. He com- 
plained of several weeks’ headache and sweating. He also had 
some shortness of breath and had recently developed anorexia 
with occasional vomiting. He had a history of malaria and 
had been treated for nutritional oedema in 1945 at Durban. 

On admission his temperature was 101.4° F. (38.55° C.), but 
there were no abnormal physical signs except a furred tongue 
and a dermatitis on his back and arms. The initial white-cell 
count was 12,900 (82% polymorphs) and the blood urea 49 mg. 
per 100 ml. The urine contained albumin, pus, and a few red 
cells. The chest showed no radiological abnormality at this 
stage. 

Pyrexia continued, with peaks of 104 to 105° F. (40 to 
40.6° C.), and six days after admission a course of quinine and 
mepacrine was tried empirically. The pyrexia did not respond 
to this therapy. Twelve days after admission he developed a 
coliform cystitis which responded to potassium citrate, and he 
became afebrile for a week, with much clinical improvement. 


On the 24th day after admission he again became febrile 
and developed a cough with “rusty” sputum. Examination 
revealed fine crepitations over the right upper lobe and signs 
of a small effusion at the left base. A skiagram now showed 
the presence of a thick-walled abscess cavity in the right upper 
lobe and a small left basal pleural effusion. Further radiologi- 
cal examinations during three days showed an increase in size 
of the abscess, which lay in the axillary-pectoral segment of 
the right upper lobe. A second smaller cavity developed in 
the left upper lobe, but this diminished in size subsequently. 

The patient’s condition slowly deteriorated, and he was soon 
producing 4-6 oz. (110-170 ml.) of foul sputum daily. There 
was no response to penicillin or sulphonamide therapy, and on 
March 22 he was transferred to the London Chest Hospital for 
surgical drainage. At this stage his main complaint was a 
sharp pain in the right side of the chest, and his temperature 
was continually about 101.6° F. (38.7° C.). Clubbing of the 
fingers had not developed, but the dullness at the right upper 
lobe and showers of fine crepitations were still present. His 
white cells numbered 34,000 (polymorphs 70%), and his haemo- 
globin was 66%. 

A course of penicillin (500,000 units daily) was again started, 
and on March 24 the abscess was drained through the axilla. 
Specimens of pus from the abscess, the sputum, and the blood 
all produced Salm. enteritidis on culture. However, the patient 


‘became stuporous two days after the drainage and developed 


marked meningism. The cerebrospinal fluid was sterile on cul- 
ture, and there were no abnormalities in pressure or cell count. 
The patient’s condition gradually deteriorated, and generalized 


oedema developed. He died on April 4, eight weeks after his 
original admission. 


Necropsy revealed a marked increase in intracranial tension, 
with numerous abscesses and septic infarcts but no meningitis. 
The whole of the right upper lobe of the lung consisted of a 
sloughing pneumonitis with central cavitation, and there was 
a thin-walled abscess in the left upper lobe. Ulceration of the 
ascending and lower descending colon was present, non-specific 
in character. The liver and spleen were normal. 

The bacteriological investigation (Dr. Joan Taylor, Salmon- 
ella Reference Laboratory) showed that this particular organism 
was the Chaco variety of Salm. enteritidis, which had been 
isolated in India and South America but not previously in this 
country. 


We are indebted to Dr. E. H. Hudson, Dr. Keith Simpson, Dr. 
C. E. Sundell, and Mr. Vernon Thomson for permission to publish 
this case and for their helpful criticism. 
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Direct Inspection of Coarctation of 
Aorta with a Thoracoscope 


A study of the literature reveals that a coarctation of the 
aorta has never been reported as having been seen through 
a thoracoscope, nor has the use of this instrument as a 
means of identifying abnormalities of the great vessels been 
described, though Fatti (1949—personal communica- 
tion) used the procedure before performing Blalock’s 
operation. 


In the case here described there was a chance com- 
bination of two diseases—coarctation of the aorta and 
pulmonary tuberculosis. A therapeutic pneumothorax was 
induced and the presence of adhesions indicated thoraco- 
scopy. An opportunity for direct inspection of the coarcta- 
tion was thus presented. We were able to confirm the 
presumptive diagnosis and to determine the exact position 
and extent of the lesion and its relation to the subclavian 
artery. 


CASE REPORT 


The patient, a woman aged 22, had a haemoptysis in July, 
1948. She was x-rayed, and pulmonary tuberculosis was 
diagnosed. 

On admission to the tuberculosis unit of St. Stephen’s Hos- 
pital she felt well, had only a slight cough and a trace of 
sputum, had not lost weight, but had had some headaches which 
were not severe. The feet were always cold, even though 
she used a hot-water bottle to try to keep them warm. 

Her general condition was good; she was afebrile and her 
weight was 7 st. 12 Ib. (49.89 kg.). There were no physical 
signs of pulmonary disease. Examination of the cardiovascular 
system revealed a normal-sized heart with a blowing systolic 
murmur heard all over the praecordium, and equally well 
heard in the interscapular region, especially on the left side. 
The blood pressure was 200/95 in the right arm, 210/90 in the 
left arm, 190/100 in the right leg, and 190/100 in the left leg. 
There was visible and increased carotid pulsation, but no evi- 
dence of abnormal collateral circulation over the chest wall. 
The femoral pulses, though present, were difficult to feel, and 
were later than the radial pulses. 
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A radiograph of the chest showed diffuse miliary-type infiltra- 
tion throughout the left lung. The right side was normal, as 
was the heart size; the aortic knob was small, and the pul- 
monary conus was not enlarged. There was no rib-notching. 
The electrocardiogram was normal. Sputum once showed 
scanty tubercle bacilli. 

A diagnosis of pulmonary tuberculosis complicated by a 
mild degree of coarctation of the aorta was made. Dr. Paul 
Wood, who saw her in consultation, thought that the diagnosis 
of coarctation of the adult type was likely. 

After a period of bed-rest and para-aminosalicylic acid the 
patient’s condition was even better than on admission; her 
erythrocyte sedimentation rate had fallen from 30 to 7 mm. 
Westergren. The radiograph was unchanged. Tomography 
showed a cavity in the left infraclavicular region. A left 
artificial pneumothorax was induced on Feb. 16, 1949, without 
incident. Adhesions were present. In the absence of evidence 
of gross chest-wall anastomoses thoracoscopy was considered 
to be a justifiable procedure. 

The operation was performed by one of us (J. R. B.) on 
March 4. The few apical adhesions which were present were 
divided without haemorrhage from the cut ends. After this 
the aorta was examined both above the upper lobe and through 
the fissure, and the whole length from arch to coarctation was 
seen. The notch was easily visible at the posterior end of the 
fissure, and was rather deeper than had been anticipated from 
the clinical picture. It was a short constriction and well below 
the origin of the left subclavian artery—the second type 
described by Salén and Wiklund (1948). Convalescence from 
thoracoscopy was not complicated by intrapleural haemorrhage. 





COMMENT 


Since Gross (1949) reported a case in which a graft had 
been successfully implanted in a boy in whom a long seg- 
ment of aorta had to be removed in order to excise the 
stenosed segment completely, an accurate pre-operative 
diagnosis of the anatomy of the coarctation has become 
more important. 

The method of angiocardiography using a systemic vein 
as the site of injection does not give very satisfactory 
results owing to excessive dilution of the medium. As an 
alternative, dye may be injected by introducing a catheter 
through the brachial artery, as has recently been done 
in Scandinavia. 

It is suggested that there may be a place for thoracoscopy, 
as a view of the actual lesion must be far more informative 
than any radiological technique. The risk entailed must 
necessarily be haemorrhage from the anastomotic vessel 
on the chest wall, and, although this problem was not 
encountered in our case, it was not one in which complete 
obstruction was present. To avoid this risk it may be wise 
to introduce the thoracoscope high up, possibly in the 
second space anteriorly. Rib-notching is seldom seen in 
the upper two or three ribs, which may indicate that the 
collateral circulation is not extensive at this level, although 
J. Chesterman (1949—persona! communication) states that 
the vessels are greatly dilated in all the intercostal spaces 
in specimens he has had the opportunity of investigating 
by injection at necropsy. 


We would like to thank Mr. T. H. Holmes Sellors and Dr. Alec 
Wingfield for their encouragement. 
J. R. Betcuer, M:S., F.R.C.S., 
First Assistant, London Chest Hospital. 


F. E. pe W. Cay.ey, M.D., M.R.C.P., 
Senior Registrar, St. S:ephen’s Hospital. 
REFERENCES 


Gross, R. E. (1949). J. Amer. med. Ass., 139, 285. 
Salén, E. F., and Wiklund, T. (1948). Acta radiol., Stockh., 3, 299. 


pa MEDs¢at TOURNAL 
Artificial Pneumoperitoneum Associated 
with Strangulated Hernia and 
Scrotal Pneumocele 
It has not been possible to find an account of strangulated 


hernia complicating artificial pneumoperitoneu 
m treatmen 
The following case is therefore recorded. . 


CasE REPORT 


A man aged 22 was referred to the Bedford Chest Clin; 
in October, 1946, because of persistent tachycardia, e 


x-ray film on Oct. 22, 1946, showed shadowing in the left Upper 


zone, suggesting tuberculous infiltration. The right lung was 
clear. An artificial pneumoperitoneum was induced on Jan, 19 
1947. A left phrenic crush was done on Feb. 15. A rise ia 
position of the left diaphragm of approximately 3 in. (7.5 cm.) 
was obtained by these means. The patient has done no heavy 
work since his lesion was diagnosed. His refills have been 
given at approximately ten-day intervals, 1,000 c.cm. in amount 
His final pressure has averaged +4 to +6, and the highest ever 
recorded was +9 on two occasions in November, 1947, 

His left phrenic nerve was recrushed on Feb. 14, 1948. He 
was last refilled on Oct. 1, 1948. Final pressure +3 to +6 

About October, 1947, he had noticed a small painless 
“lump” below the right inguinal canal. On Oct. 5, 1948 
he noticed a sudden increase in the size of the swelling. Severe 
pain developed accompanied by vomiting. Six hours later a 
‘ender tense swelling was present in the right inguinal region, 
extending into the scrotum and reaching the upper pole of the 
right testicle. The swelling was irreducible, size about 34 in, 
(8.75 cm.) long by 1 in. (2.5 cm.) wide. After administering 
morphine and atropine the hernia was reduced by taxis with 
some difficulty. Immediately following this procedure the 
right side of the scrotum became distended to about the size 
of a grapefruit. The testicle was covered but could be felt 
below the swelling, which was not tender. This swelling could 
be easily reduced, but it rapidly re-formed. It was undoubtedly 
caused by air. A pressure pad placed over the external ring 
retained the swelling without difficulty. 

An operation for right inguinal hernia was performed. An 
air-distended processus vaginalis was demonstrated, dissected 
down, and found to include the testis. 


COMMENT 


The interest in this case lies in the fact that no reference 
has been found in the literature to the occurrence of 
strangulated (incarcerated) hernia accompanied by a scrotal 
pneumocele complicating pneumoperitoneum treatment. 
Meltzer (1948) describes a case of scrotal pneumocele, and 
quotes four others as the only cases that he has found in the 
literature. Nagley (1948), however, quotes a case of 
inguinal hernia, and also adds three cases of scrotal 
pneumocele. Bennett (1938), in a review of 200 cases of 
pulmonary tuberculosis treated by pneumoperitoneum, had 
three cases of hernia develop, none strangulated, but treat- 
ment was discontinued. Rilance and Warring (1944) report 
a case of a patient who had a small inguinal hernia sac 
which was filled with fluid from the peritoneal cavity by 
coughing. This could not be reduced until 25 ml. of fluid 
was aspirated. Daniels and Eisele (1938) describe two cases 
of inguinal hernia in which increase in the size of the 
scrotum occurred during pneumoperitoneum treatment. 
This they ascribed to air. Banyai (1946) also quotes two 
cases of inguinal hernia, not started by pneumoperitoneum 


‘treatment, but made worse by it. Crow and Whelchel (1945), 


report an emphysematous type of inguinal swelling ‘occur- 
ring in something under 2% of 546 patients. They treated 
this by reduction of the swelling and the fitting of a truss. 
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Refills were then continued without further trouble. A 
number of other authors have quoted similar experiences. 
It is obvious that hernia complicating artificial pneumo- 
ritoneum treatment is common. It is clear that it can 
be well controlled by a truss, that this should be done, and 
that the pmneumoperitoneum need not be discontinued. 
Scrotal pneumocele, until lately looked upon as a rarity, is 
probably more common than hitherto thought. 
N.. WyNN-WILLIAMS, M.B., M.R.CS., 
Physician in Charge of Bedford Chest Clinic. 
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Haematemesis Following Intraduodenal 
Rupture of Aneurysm 


The frequency of occurrence of aneurysms of the abdominal 
aorta and its branches is now well recognized. Bryant 
(1903), examining necropsy records at Guy’s Hospital, 
found, over a period of 46 years, 325 cases of aneurysm of 
the aorta, 54 of which were abdominal. Of Lucke and 
Rea’s (1921) series of 321 aortic aneurysms 40 were 
abdominal, as were 6 of 94 aortic aneurysms recorded by 
Levitt and Levy (1940). Kampmeier (1936) found 386 
cases reported in the literature, which was reviewed by 
Jennings (1941), who added four further cases and stressed 
how varied and dramatic may be the presenting clinical 
picture. 

American authors seem to regard syphilis as the major 
aetiological factor in the development of these aneurysms, 
whereas in this country the combination of atherosclerosis 
and continued heavy manual work is generally held to be 
responsible, a view that is supported by the predominance 
of males among reported cases. In untreated cases the 
expectation of life from the time of diagnosis appears to 
be little more than a year, death being due to rupture of the 
aneurysm and haemorrhage. 

In the majority of cases rupture is either retroperitoneal 
or intraperitoneal. Bockus (1943), in discussing the causes 
of haematemesis, refers to the possibility of aneurysmal 
rupture into the stomach but does not quote any recorded 
instances. Perry and Shaw (1893) reported a case of a man 
aged 37 in which at necropsy “at the lower end of the 
duodenum ” there was a small orifice opening into the sac 
of an aneurysm “ which sprang from the centre of the 
abdominal aorta.” The stomach, duodenum, and parts of 
the small intestine were full of blood clot, but death was 
sudden and the occurrence of haematemesis was not 
described. Scott (1944) refers to a patient whose death 
was due to massive gastro-intestinal haemorrhage follow- 
ing rupture into the duodenum, but no clinical history is 
given. No other reports of rupture into the duodenum 
have been found in the more readily available literature. 

The following case seems to be of particular interest, 
the patient being a female and death being preceded by 
haematemeses recurring over a period of nearly 24 hours. 


CASE RECORD 


A widow aged 58 was admitted to Edgware General Hospital 
at 11.30 p.m. with a history of having vomited approximately 
10 oz. (280 g.) of blood-stained gastric contents 12 hours and 


six hours previously. For the preceding five months she had 
felt generally unwell, with poor appetite, distaste for food, and 
occasional upper abdominal discomfort which bore no definite 
relation to the taking of food., There had been no earlier 
history of dyspepsia and no loss of weight. Bowel action had 
been normal and there had been no observed abnormality of 
the stools. 

The patient was a well-preserved co-operative individual ; her 
general condition was good and not indicative of any great 
blood loss. Haemoglobin was 70% (Haldane). The abdomen 
was soft, and in the region of the umbilicus was a tumour, 
about 7 cm. in diameter, showing the characteristic sign of 
expansile_ pulsation. 
Pulsation of the tumour 
was visible through the 
anterior abdominal wall, 
but there was no pal- 
pable thrill and no bruit 
was audible on auscul- 
tation over the tumour. 
There were signs of 
moderate cardiac en- 
largement, considerable 
sclerosis of peripheral 
arteries was present, 
and the blood pressure 
was 140/85. A barbiturate hypnotic was prescribed and the 
patient spent a comfortable night, but at 8.30 a.m. the next day 
there was a further haematemesis leading to collapse and death. 

A post-mortem examination was made by Dr. H. C. Moore. 
A large saccular aneurysm was present, arising from the main 
trunk of the abdominal aorta, which showed severe atheroma 
though no adventitial thickening. The aneurysm extended 
anteriorly and was filled with blood clot, removal of which 
revealed a stoma opening into the third part of the dugdenum. 
The stomach and intestines were filled with blood. Sections 
of the aortic wall were reported as showing marked atheroma 
of the intima and, in the media, diminution of elastic and 
muscle tissue with collagenous replacement; in one place the 
media was absent. Mild lymphocytic infiltration of the media 
was present, and in the adventitia there was also some peri- 
vascular lymphocytic infiltration; no plasma cells were seen. 
There was no evidence of medionecrosis. 











Glass rod passed through connecting 
stoma. 


My thanks are due to Dr. H. C. Moore for assistance with the 
pathological examination, to Miss M. Shaw for the clinical photo- 
graph, and to Dr. L. I. M. Castleden for permission to publish this 


report. 
G. M. BarreTT, M.D., M.R.C.P., 
Department of Medicine, Edgware General Hospital. 
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According to the third annual report of the Institute of 
Child Health in the University of London, the Institute has 
been considering the possibility of obtaining its own premises. 
The new Board of Governors of the Hospital for Sick Children, 
Great Ormond Street, was consulted, with the object of seeking 
agreement on a joint policy of building and development. This 
policy has now been decided upon, and plans being considered 
include the completion of the hospital’s buildings. The 
Institute has been stimulated in this course by a gift of 
£106,888 received last year from the people of Durban and 
the Province of Natal. The close association between the 
University and the Institute has been continued, and lecture- 
demonstrations have been given for D.P.H. students and for 
students of the London School of Economics. An account 
of progress in research supported by the Institute and the 
Hospital for Sick Children is appended to the report. 
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RECTAL SURGERY 


The Principles and Practice of Rectal Surgery. By William B. 
Gabriel, M.S., F.R.C.S. Fourth edition. (Pp. 508; 11 coloured 
plates and 278 illustrations. £2 5s.) London: H. K. Lewis 
and Co. 1948. 
Sixteen years have elapsed since Mr. Gabriel published this 
excellent book, which is one of the standard works on the 
subject and is studied by all who undertake the treatment of 
lesions of the ano-rectal region. During this period, when so 
many matters have been in a state of flux, surgery has pro- 
gressed along many lines, knowledge has increased, operative 
technique, has advanced, and new operations have been per- 
fected. In this surge forward rectal surgery is in a place of 
prominence and has become a specialty resting upon the safe 
foundation of anatomy, physiology, and pathology, with a 
sound superstructure of symptomatology, diagnosis, and treat- 
ment. ‘Proctology in this country is practised by surgeons 
trained in general surgery who continue their work in the 
latter subject. 

The appearance of the beautifully illustrated fourth edition 
is appreciated, since the subject matter has been revised care- 
fully to incorporate the latest developments. In addition, a 
new chapter on anal incontinence 1s presented. The sad plight 
of patients with this condition is obvious and their gratitude 
for relief without the institution of a colostomy is unbounded. 
The author discusses all the varieties of anal incontinence and 
warns against unskilled and injudicious deep division of the 
external sphincter and ano-rectal ring tor the cure of fistula, 
which is especially liable to happen with high-level fistulae 
anterior to the transverse anal line, particularly in women. Anal 
incontinence may, of course, follow several other operations 
on this region, and the chapter should be studied by younger 
surgeons who contemplate carrying out these procedures. The 
correction of the condition by various operations is described 
in detail and illustrated by helpful diagrams. I am glad to note 
the author advocates the use of unabsorbable sutures with 
an aseptic technique, pointing out that the use of an absorbable 
suture may account for the comparatively poor end-results in 
the past. 

The part of the book concerning malignant disease is 
important, and reflects the mature wisdom of a surgeon who 
has studied the subject in detail from every viewpoint, often 
in collaboration with Cuthbert Dukes. As the result of his 
experience he prefers the one-stage perineo-abdominal excision, 
which has given him a 75% five-year survival rate in group A 
patients. Other operations, including anterior resection and 
proctosigmoidectomy, which are being studied earnestly at the 
present time, are discussed in a most helpful manner. The 
author incorporates the warning that we should adopt a cautious 
attitude until comparable statistics are available, “ and the death 
of W. Ernest Miles in September, 1947, is also a sad reminder 
of the fact that his abdomino-perineal excision has now been 
the standard procedure for forty years, and it is not lightly 
to be discarded.” Consideration is given to the so-called 
“inoperable” carcinoma. I feel the time has come to delete 
this term, for at best it is only relative and its attachment 
to a patient means the abandonment of hope. The author 
rightly demands, “ When is any particular growth to be con- 
sidered inoperable ?” and he supplies the answer by stating 
it can be given only in most of the advanced and border- 
line cases when laparotomy is undertaken by a surgeon with 
special knowledge of this branch of surgery. 

It is hoped that in a future edition more details will be 
given concerning the subject of sacro-coccygeal tumours, 
including teratoma and chordoma. Doubtless a section will be 
added on carcinoid tumours, which are being discovered in 
increasing numbers. 

I express my indebtedness to the author for all the contribu- 
tions he has made to rectal surgery, praise his book, and 
commend it to surgeons who seek to relieve the intense suffering 


occasioned by ano-rectal disease. RONALD W. RAVEN. 


a 


ESSAYS ON SURGERY 


Surgery Orthodox and H 3 i illi 
Onilvie, KBE, DM. MCh ERCS, Hon FAC Sone 
Blackwell ‘Sccntific’ Publicwtican” a a ay Oxford: 

The author has collected in this volume reprints of articles 

has published at various times during the last few years 

range from addresses to students and professional societies 

papers on highly technical aspects of surgery. Through . 

they give evidence of the wide interests of the author of mn 

great surgical experience, and of his clear insight into "the 
many problems which have confronted him. The descriptio : 
of his own cases are the most attractive feature of the velamh 
and they are certainly examples, which any student dua 

study, of how cases should be described. Indeed, there a 

few surgeons, however great their own experience, who vil 

not learn something from their perusal. Even those artic] 

outside the field of technical surgery have a wide interest hee 
should appeal to many readers whose interests are not 
restricted to the world of medicine. 

H. S. Sourtar, 


TABULATED THERAPEUTICS 


A Course in Practical Therapeutics. 

F.A.C.P., F. Kenneth Albrecht, 1D. aad Ate ae Pa 

A.B., M.D. (Pp. 824; 70 plates. £4 2s. 6d.) Londen? 

Bailligre, Tindall and Cox. 1948. ‘ 
This great book, which in appearance is not unlike a family 
bible (it is beautifully printed and illustrated), has evolved 
from the method of undergraduate instruction in Jefferson 
Medical College, Philadelphia. For some years each student 
was assigned to review a particular therapeutic subject in 
internal medicine. Their contributions were then considered 
by the members of the department best fitted to do so, revised 
edited, mimeographed, and given out to the class. In this 
way a huge quantity of material gradually accumulated and 
has been incorporated in the present volume. One feels the 
result is indeed the product of some great organization rather 
than of a few individual writers. As the pages are scanned 
one can almost hear the whirring of holleriths, the clicking 
of massed typewriters, and the hurrying feet of bands of busy 
amanuenses. And yet the result is co-ordinated, wonderfully 
well balanced, and lacking in contradictions. Somewhere in 
the background there has been a meticulously efficient secre- 
tary to the organization (probably a woman) and a remarkably 
well informed editorial board. 

The book is planned in four sections. The first and shortest 
is an introduction to the principles of treatment by the senior 
editor. It is the only section to be written in a consecutive 
prose style, the other three being set out in tabular notational 
form. The second section is devoted to a discussion of 
symptomatology and its management. The third is concerned 
with the therapeutics of definite diseases, some consideration 
being given to aetiology and diagnosis, since it is realized that 
the successful description of treatment demands some prelimin- 
ary classification and definition of the disease to be treated. 
The fourth section is on special forms of therapy. 

In a rapid survey of the book I have been unable 
to find a single important drug or method of treatment which 
does not receive mention. In spite of the fact that such a 
large volume must have taken a considerable time to pass 
through the press, it is nevertheless remarkably up to date, even 
in respect of the most modern forms of antibiotic treat- 
ment. The main criticism of the work, and it is a serious one, 
is that too many methods of treatment are described without 
adequate critical assessment of their relative values. The reader 
is dumbfounded by the number of things he can do for a patient, 
but is left in some doubt about which is most important and 
when to do it. Embarrassed by his riches, he may feel like 
the celebrated ass which starved between two bundles of hay 
because it could not make up its mind which to turn to 
first. 

This is manifestly not a book to read through, but one to 
use as a work of reference. A lecturer anxious to deal with 
any aspect of the therapeutics of internal medicine will here 
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a 
find his notes beautifully prepared for him ; and should anyone 
in this country think of editing a booklet on medical treatment 
he will find it easy, with the help of this volume, to ascertain 
how far the information given by his contributors is accurate, 


o date, and comprehensive. 
* D. M. DUNLOP. 


NOMENCLATURE OF DISEASE 


The Nomenclature of Disease. Drawn up by a joint committee 
appointed by the Royal College of Physicians of London. 
Seventh edition. (Pp. 385. 8s. 6d.) London: H.M. Stationery 
Office. 
The appearance of the seventh edition of this work coincides 
with the publication of the International Statistical Classifica- 
tion of Diseases, Injuries, and Causes of Death (British Medical 
journal, April 30, p. 771). The purpose of the nomenclature 
is to lay down an approved terminology and to list the separate 
disease entities and parasites which in the light of current know- 
ledge are believed to exist, giving in most instances only the 
recommended name for each. A statistical classification, on the 
other hand, has to group together into numbered categories, in a 
manner thought to be most useful for statistical presentation 
and research, all descriptive terms likely to be found on medical 
records. For each of these systems some form of combined 
aetiological and anatomical framework has to be used, and 
to some it may seem unfortunate that the system newly adopted 
for this edition follows the plan of the American standard 
nomenclature of disease rather than the simpler one which 
has stood the test of time in the international list. However, 
there are advantages as well as disadvantages in having a 
diversity of system between the nomenclature and the statistical 
classification. 

The distribution of diseases according to aetiology within 
each anatomical section was entrusted to one, two, or three 
experts in diseases of that part of the body, and this has 
resulted in a certain lack of consistency between the sections 
and loss of balance in the amount of detail devoted to them 
in the index. What is more important, there are differences 
in aetiological assignment of some diseases between the nomen- 
clature and the international classification. Hodgkin’s disease, 
for example, placed among the neoplasms by overwhelming 
opinion from many countries in the course of constructing the 
international classification, finds an uneasy place under several 
headings in the nomenclature, only the bone deposits being 
grouped as neoplasmic. Some diseases, such as haemorrhagic 
disease of the newborn, appear in two different sections. 

The list of eponyms and the list of plant and animal parasites 
(which occupies 59 pages) will possibly prove to be the most 
useful parts of the volume. The index contains more than 
15,000 items, including references to the parasite section. In 
course of its preparation the book was placed at the disposal 
of those responsible for preparing the index to the international 
classification, which will contain many more terms, not all to 


be recommended, however. 
Percy STOCKS: 


ARTERIAL DISEASES 


Vascular Diseases in Clinical Practice. By Irving Sherwood 
Wright, M.D. (Pp. 514; 104 figures. £2 1s.) Chicago: Year 
Book Publishers Inc. London: H. K. Lewis. 
Arterial disease is man’s greatest natural enemy after middle 
life. His chance of dying from such disease or from its effects 
on the heart and kidneys is then probably five times as great 
as his risk of death from any other single cause. 

Dr. Irving Wright’s book considers all the well-known and 
lesser-known diseases of the arteries and veins, but not the 
resultant morbid changes in the heart, brain, kidney, and other 
viscera. An account of the methods of examination includes 
not only detailed descriptions of clinical methods, such as Allen’s 
test for patency of the ulnar artery, but also such practical 
points as the great variation in the position of the dorsalis 
pedis artery and the fact that some individuals have such a 
distinct pulse in their own finger-tips they cannot use them 


reliably for palpation. Although oscillometry, angiography, 
and other instrumental methods receive attention, emphasis is 
placed throughout upon clinical procedures. 

In connexion with the aetiology of arteriosclerosis, the 
author has little to add to the well-known factors such as 
heredity and an excess of cholesterol, lipoids, and fatty acids 
in the blood. Conversely, he sees only one important agent 
in the causation of thrombo-angiitis . obliterans, namely, 
tobacco. He insists that every patient with this disease must 
give up smoking altogether and for good, and he states that 
every one of his 300 or more patients who have required major 
amputation has continued to smoke, often surreptitiously. 
Moreover, he predicts that sympathectomy operations will fail 
in their main purpose if smoking has not been abandoned. 
Most physicians will agree that tobacco is also disadvantageous 
in the degenerative types of peripheral vascular disease ; this 
being so, it is remarkable that abstinence from tobacco so 
rarely alleviates the symptoms of myocardial ischaemia. 


This work deals with many other interesting problems, 
among them the role of the cervical rib and the scalenus 
anticus in the production of vascular and neurological symp- 
toms in the arm, as well as the disputed costo-clavicular 
syndrome and the effects of hyperabduction. The book is 
enlivened throughout with graphic clinical examples illustrating 
the points under discussion. In short, it is a first-class guide 
by which the clinician may orientate his own experience, and a 
stimulating exposition of a rapidly growing subject. 


K. SHIRLEY SMITH. 


THE SCHOOL CHILD 


Everyday Problems of the School Child. By Agatha H. Bowley, 

Ph.D. (Pp. 142; il photos. 7s. 6d.) Edinburgh: E. and S. 

Livingstone. 1948. 
A new book by Dr. Agatha Bowley is always welcome, 
because’ she writes clearly, interestingly, and sensibly. This 
volume is primarily intended for teachers, and gives advice on 
the handling of the child throughout his school life. Dr. 
Bowley founds her advice on psycho-analytic principles, but 
never becomes technical, obscure, or extreme. In fact, the 
whole story reads extremely like practical common sense, which 
is a tribute both to the author’s presentation and the funda- 
mental soundness of modern psychology when shorn of the 
excrescences which are often derived from a lack of practical 
understanding of human nature. 

Two chapters discuss the relationship of teachers to child and 
parent, the rest being devoted to a consideration of the prob- 
lems met at each stage of the child’s career from nursery to 
secondary school. It may be asked what such a book has of 
interest to the medical reader, but neither the paediatrician 
nor the child psychiatrist, and still less the family doctor, can 
afford to lack a full understanding of the child at school. If 
the doctor is to keep the child healthy and treat him when he 
becomes ill in mind or body, he must realize what the child 
is experiencing intellectually, emotionally, and spiritually during 
the school life which takes up so much of his waking time. 
If the practitioner wishes to obtain at least a general under- 
standing of this subject without having recourse to the more 
erudite textbooks of child psychiatry or education, he cannot 
do better than spend a wet Sunday afternoon reading Dr. 
Bowley’s admirable little book. 

R. G. Gorpon. 


CHILD GUIDANCE 


Handbook of Child Guidance. Edited by Ernest Harms. (Pp. 751. 

No price.) New York City: Child Care Publications, 
Dr. Ernest Harms has gathered together many workers in child 
guidance ; each has written on some aspect of theory or prac+ 
tice ; and the result is a book of 751 pages of beautiful paper. 

Every feature is covered: one wonders whether any more 
need ever be written on the subject. It may be that from now 
on the matter of child guidance must be considered closed. 
Every library should have this volume on its shelves, and there 
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are probably people who, unlike this reviewer, love to read 
books of 751 pages which cover everything. 

I have looked through the pages for annoying features and 
obvious errors, and I cannot find any. The English is clear 
and good. There is even an attempt to present Freud’s and 
Jung’s theories which must be described as serious. Francis G. 
Wickes’s chapter on Jung’s theories is one of the best. Beside 
this there are references to Anna Freud’s work, and there are 
attempts to state or evaluate a few of Melanie Klein’s concepts. 

I have also looked for an original idea, and the fact that I 
have not found one must not be taken as meaning anything. 
Such volumes can easily be burial grounds for new ideas. In 
any case the book remains a monument to the personal drive 
of Dr. Harms. 

’ D. W. WINNICOTT. 


BESNIER’S PRURIGO 


Clinical Studies of Besnier’s Prurigo. By P. H. Nexmand. 

(Pp. 236; illustrated. No price.) Copenhagen: Rosenkilde and 

Bagger. 1948. 
This is a factual survey of a series of one hundred cases of 
Besnier’s prurigo, observed over an average period of six 
months. The syndrome is regarded as something apart from 
eczema, which to the author is a vague and uncertain group 
of fiching affections of unknown aetiology. Nevertheless, 
infantile eczema commonly precedes Besnier’s prurigo and is 
often localized to the flexures of elbows and knees at this 
early age. 

Little credence is given to the significance of the psycho- 
logical basis of Besnier’s prurigo, attention being directed 
almost entirely to the allergic aspect. Elaborate investigations 
by patch, scratch, electrophoretic, and intradermal methods 
revealed no very certain relationship to foods or inhalants, 
including pollens, moulds, house dust, and animal or human 
dander. Treatment by desensitization and by ultra-violet light 
is described, but better results were obtained in a shorter 
time and at less expense by local therapy. Antihistaminic 
drugs, employed over short periods in eight cases, did not 
appear to be of much value. 

The author draws attention to the occurrence of perléche 
in a number of his patients. Ichthyosis was present in only 
six cases and cataract in one case. He has observed a signifi- 
cant increase in the incidence of the disease during the past 
ten years. , 

J. T. INGRAM. 





While the standard limb-lead electrocardiogram remains sufficient 
for the examination of arrhythmias, it is now widely recognized as 
inadequate for the study of myccardial disease. This fact has 
been taken into account by Burstein and Bloom in the third edition 
of their //lustrative Electrocardiography (pp. 309; illustrated ; $6.00. 
New York and London: D. Appleton-Century Company, 1948). 
They have discussed in the first two-thirds of their work the well- 
understood principles of electrocardiography and the arrhythmias, 
describing the conventional leads and sometimes an additional lead, 
IV R or IV F. The chapter on the electrocardiogram in myocardial 
infarction would be quite inadequate without the supplementary 
section (later in the book) on “the fourth and other precordial 
leads ’’; no doubt in future editions these passages will be integrated 
and the obsolete designation “‘ fourth lead” dropped. The authors 
have given a useful survey of the development of unipolar limb 
leads. They emphasize the manner in which curves from these leads 
relate to the posture of the heart and demonstrate that apparently 
abnormal Q or S waves in limb leads may prove to be positional 
when unipolar leads are used. With so much that is new in electro- 
cardiography it is surprising that the authors have seen fit to include 
sections on phonocardiography and the radiology of the heart. 
Moreover, neither of these subjects is properly included under the 
title “‘ electrocardiography.’”” The former is a cognate subject but 
deals largely with the elucidation of valvular lesions by the registra- 
tion of sound; the second is a totally different topic,.as worthy as 
electrocardiography of a book to itself. It is certainly inappropriate 
to sandwich 35 pages of radiology into IJllustrative Electrocardio- 
graphy. Nevertheless, all of these subjects are clearly and briefly 
described, and any student or practitioner who seeks an introduction 
to some of the instrumental methods employed in cardiology will 
find much of what he needs in this book. 
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POLIOMYELITIS PRECAUTIONS 


We do not know if there will be a major epidemic of polio- 
myelitis this autumn, but the warning signs are sufficiently 

ve ; and local authorities, hospital management com- 
mittees, and individual practitioners would be well advised 
to consider how best to handle the situations which may 
arise. Attempts to control the spread of poliomyelitis 
have in the past been singularly disappointing. The 
apparent ineffectiveness of public health measures must 
be due at least partly to there being perhaps several 
hundred cases of abortive infection for every one diag- 
nosed as poliomyelitis. Food in this country is handled 
so carelessly that the avoidance of infection seems 
impossible. However, the amount of infection may 
make a difference, and sensible precautions should be 
taken without carrying these to tiresome extremes. 
Parents should realize that they themselves may be 
carriers of the virus and may infect their own children 
either by droplets from the mouth or by handling food 
with contaminated hands. The virus is also found on 
flies during an epidemic. Clearly the threat of polio- 
myelitis is an indication for special attention to personal 
hygiene, and children who are in any way unwell should 
be put to bed and isolated from others. A patient sus- 
pected to have an abortive infection should be kept in bed 
for one week.’ 

Since little can be done to avoid the virus, the question 
arises whether any steps can be taken to reduce the risk 
of the infection, when it occurs, developing into the 
paralytic form of the disease. In the first place there 
seems to be little chance of keeping the virus outside 
the central nervous system, for it is found in the brain 
experimentally even in abortive cases. Further, though 
the virus has for long been thought to travel by the nerve 
axon, Brierley and Field? have recently demonstrated 
a very easy pathway from peripheral nerve to spinal 
cord by the inter-fibre spaces. This means that some 
long-established theories will have to be reconsidered. 

After a minor and non-specific catarrhal illness, which 
may be the first indication of infection, the virus seems 
to lurk in the brain and spinal cord for many days, 
apparently awaiting an opportunity to attack the nerve 
cells and cause paralysis. Study of the physiology of 
the neurone in relation to its vulnerability to virus infec- 





1 British Medical Journal, 1947, 2, 141. 
2 J. Neurol. Neurosurg. Psychiat., 1949, 12, 86. 
3 British Medical Journal, 1949, 1, 465. 


tion is therefore well worth while : it is a difficult task, 
but at the present time provides perhaps the most hope- 
ful line of defence. In poliomyelitis the motor cells in 
the spinal cord are the most vulnerable ; and there is 
good evidence to indicate that motor cells supplying 
fatigued muscles are, as a result of this fatigue, 
rendered more vulnerable to the virus. This effect of 
fatigue may perhaps operate in converting an otherwise 
abortive case into a paralytic case, but fatigue is prob- 
ably most dangerous after the pre-paralytic phase, with 
its meningeal symptoms, has developed.* Physical 
fatigue during this meningeal stage is often disastrous, 
while even the continuance of normal activity is highly 
dangerous. 

Over-careful advice to make all children rest during 
an epidemic seems undesirable, but the thoughtful parent 
can do much to avoid that state of over-fatigue which 
occurs often during the holiday season, especially when 
the weather is good. Further, there are theoretical 
reasons for increasing precautions against fatigue for 
several days after injury, minor illnesses, sunburn, and 
surgical operations. Dietary indiscretions, such as eat- 
ing excessive quantities of fruit, or unnecessary purging 
may also be harmful. In addition, however, to these mild 
and easily planned restrictions there should be an absolute 
rule that children who develop minor illness must go to 
bed at once, and unnecessary contact with healthy persons 
should be avoided, particularly when the symptoms are 
in any way suggestive of those which may occur in the 
pre-paralytic phase: these include fever, nausea, vertigo, 
unsteady eyes, retention of urine, pains in the head, neck, 
back, limbs, chest, or trunk, with perhaps some stiff- 
ness of the neck or spine. Ritchie Russell* has recently 
described in this Journal some of the many ways in 
which paralytic poliomyelitis may present. 

The doctor seeing a patient who he suspects may be 
developing the pre-paralytic stage of the disease must 
often be uncertain about the indications for transfer to 
hospital. In making his decision he should bear in mind 
that at this stage the sick child should be kept very quiet, 
both physically and mentally, with adequate sedation to 
prevent restlessness and to ensure at least some sleep. 
In such a case a tiring journey to hospital, followed 
perhaps by the child crying for its mother, may be harm- 
ful, while if isolation precautions are taken in the home 
and the case is notified a few days’ delay is unlikely to 
cause any otherwise preventable spread of infection. On 
the other hand, the development of bulbar or respiratory 
paralysis outside hospital means that the practitioner has 
a very difficult situation to handle successfully. The 
need for very early diagnosis by lumbar puncture is not 
usually a vital matter, but if the differential diagnosis 
includes the possibility of bacterial meningitis then early 
lumbar puncture is urgently called for, since specific 
treatment may be required. It is unnecessary for the 
doctor to exhaust his patient by testing all muscle groups 
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in the acute stage. A few simple tests for each limb 
and trunk are sufficient to judge whether paralysis is 
spreading. 

Patients with developing poliomyelitis are clearly 
better cared for in hospital, if it is satisfactorily staffed, 
but in some cases the doctor and parents may be justified 
in deciding that the child should remain at home pro- 
vided precautions are taken to secure isolation and 
arrangements can be made for transfer to hospital at 
short notice. If the ability to cough becomes very weak, 
or swallowing difficult, hospital care is urgently neces- 
sary. Bulbar palsy is treated by postural drainage (rais- 
ing the foot of the bed to make an angle of 30 or more 
degrees) ; the use of the respirator must be avoided in 
these cases if the muscles of respiration are active, since 
it is liable to suck pharyngeal secretions into the lungs. 
When respiratory muscles begin to fail there should be 
a respirator at hand to give the weak muscles a rest and, 
if necessary, to maintain respiration. If a respirator is 
not available some other form of artificial respiration 
must be used temporarily, and of these a resuscitator 
or lung inflator is the best: the Oxford inflator is excel- 
lent for this purpose. The services of an anaesthetist 
will be found very helpful in such an emergency. Finally 
it would be wise to overhaul respirators now and to 
ensure that someone is ready without delay to direct 
operations when they are required. The National Foun- 
dation, 120, Broadway, New York, 5, N.Y., will send to 
any physician or hospital an excellent booklet on the 
nursing of patients in respirators. : 








THE ELDERLY SICK 


The fact that the problems of ageing and chronic sick- 
ness should have been chosen by Professor A. P. 
Thomson as the subject for the Lumleian Lectures— 
published in this and last. week’s Journal—is an indica- 
tion of their great practical importance at the present 
time. The Report of the Royal Commission on Popula- 
tion’ shows that the steady increase in the numbers of the 
old, both absolute and relative to the rest of the popu- 
lation, has already brought us to the point where there 
is approximately one person over 65 to six persons of 
working age, and that in another 25 years the propor- 
tion may well be one to four or even less. Clearly such 
a state of affairs will present society with a difficulty that 
is potentially disastrous, and it is only sensible to use 
the present time to determine the best methods of secur- 
ing for the elderly conditions in which they will be able 
to live independent and useful lives. 

Hitherto medical investigation has been mainly con- 
cerned with two aspects of the problem—the rehabilita- 
tion of the chronic sick and the physiological processes 
of ageing. The complete indifference to the state of the 


1 Report of the Royal Commission on Population, 1949. London: H.M.S.O. 
See leading article in the British Medical Journal, 1949, 1, 1127. 

2 The Sociul Medicine of Old Age, 1948, London. See leading article in the 
British Medical Journal, 1948, 1, 1142. 
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aged and chronic sick in the wards of long-stay hospitals 
has been replaced by a welcome growth of interest jn 
their special needs, and by a realization not only that 
much can be done to ameliorate their physical distres. 
but also that some of the physical and mental states 
found in long-stay patients may actually derive from 
their removal from home to the atmosphere of a chronic 
ward. Professor Thomson’s plea that such individuals 
should be brought out of their segregation into the 


common stream of medicine deserves the fullest sup- 


port. Many of the elderly sick present clinical problems 
of great interest, and behind these there lies the riddle 
of the intrinsic nature of the ageing process, which, in 
spite of some famous assaults in which the intestinal 
flora and the sex glands were concerned, is still an 
enigma to the investigator. In addition to the common 
disabilities of old age there is the sad group of “ iatro. 
genic” disorders resulting from prolonged confinement 
to bed. It will indeed be some time before the law of 
diminishing returns begins to apply to the results of 
skilled clinical research in this field. 

It should never be forgotten that the problems of old 
age are fundamentally domestic, and there is no pros. 
pect of their ever being anything else. As recently as 
1946 only 1.16% of the population of pensionable age 
were housed in public assistance institutions. If the 
great future burden of old age is still to be borne within 
the family, a better understanding of the sense of family 
responsibility towards the aged and of the external 
factors which may facilitate or hinder its operation will 
be essential. Professor Thomson refers to the prevailing 
opinion that in general the sense of family unity is 
weakening, and he suggests that this may be related, 
at any rate in part, to the fact that there is less reluctance 
than formerly to call in “public assistance” to solve 
the problems of family life. This process has probably 
been hastened by the largely successful attempts of both 
central and local government departments to banish 
the stigma of the old Poor Law. Public assistance 
authorities, for instance, are now “ welfare ” or “ social 
welfare ” authorities—a great improvement in termino- 
logy. No doubt the increased numbers of old people in 
the population will eventually make it necessary to pro- 
vide some form of assistance to those younger relatives 
who carry a disproportionate share of the domestic 
burden of old age, but fortunately both Professor 
Thomson’s findings and the results of Dr. J. H. 
Sheldon’s survey? in Wolverhampton show that family 
loyalty is still a common virtue. 

Though the problems of old age are mainly domestic, 
the number of beds available in hospitals for the 
treatment of the aged sick is relatively small, and it is of 
great importance that full use should be made of them. 
Standards for admission and rate of turnover require 
careful examination, and Professor Thomson’s findings 
on the social aspects of hospital stay are particularly 
interesting. No less than one-third of the patients were 
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admitted to a large infirmary in Birmingham because of 


some domestic catastrophe, such as the death of a 
spouse, while the rate of turnover was in part deter- 
mined by the condition of the home to which the old 
person would return on discharge. This, again, was 
affected by the length of the patient’s stay in hospital 
_during the first three months after their admission 
11% of the males and 51% of the females have a home 
to return to, whereas after a stay of four years only 24% 
of the males and 13% of the females are in this fortunate 
position. Clearly the mere fact of admission to hospital 
has undesirable consequences in some cases, and Pro- 
fessor Thomson’s findings support the results of the 
experiment carried out by Brooke at St. Helier’s Hos- 
pital, Carshalton, to which old people are admitted only 
if they come within a few sharply limited categories. By 
the provision of suitable transport and other means every 
effort is made to provide out-patient treatment for the 
elderly sick. 

Elsewhere in this issue Dr. John Pemberton and 
Miss Joan Smith report the results of a study of elderly 
male patients discharged from hospital. They discuss 
the type of social service which elderly men who are 
partially disabled by chronic illness require. The most 
important reason why patients admitted to medical 
wards did not return to work was because the illnesses 
from which they suffered were chronic or progressive, 
and their course could not in most cases be reversed or 
arrested by admission to hospital. At a recent confer- 
ence (reported on page 330) on the community care of 
old people Dr. C. A. Boucher emphasized the necessity 
for co-operation between the general practitioner, the 
hospital specialist, and the medical officer of health. It 
is certain that in the future a medical service for the aged 
will require to break down the rigid distinctions between 
hospital and home treatment and between medical and 
social care. ; 








TREATMENT OF PETIT MAL 


Petit mal is difficult to treat: little success has been 
obtained with the hydantoinates, phenobarbitone only 
occasionally reduces the number of attacks, while the 
older remedies—the bromides, belladonna, and borax— 
are of value in very few cases. A minority of patients 
are helped by amphetamine, caffeine, or a ketogenic 
diet, but until recently no form of therapy has been 
consistently effective. In 1945 Lennox’ introduced a 
synthetic product—3,5,5-trimethyloxazolidine-2,4-dione 
—usually known as “ tridione,” which has a specific 
effect in reducing the frequency of petit mal, and in 1947 
he reported on its use in 166 patients.? He found that 
83% of them had improved, and attacks had stopped 
completely in 31%. Others have since confirmed its 
value, and in this number of the Journal Dr. C. W. M. 
Whitty and Dr. F. C. Haward report small series of 





patients with petit mal in whom the drug has been of 
value. In the former’s 46 patients the attacks ceased 
or there was great improvement in 31 and some improve- 
ment in 10 others. 

The best results with tridione have been obtained in 
patients with typical wave-and-spike complexes in their 
electroencephalographic records, but in some of Whitty’s 
successful cases this E.E.G. abnormality was not present. 
Lennox divided petit mal into three varieties : true petit 
mal, in which there is a lapse of consciousness for 5-30 
seconds, the patient usually remaining immobile but 
occasionally having rhythmic jerking or twitching move- 
ments of the eyelids, head, and arms ; myoclonic attacks, 
in which single contractions of flexor muscles of the 
arms occur without impairment of consciousness ; and 
akinetic attacks, in which there is sudden loss of postural 
control with nodding of the head and, at times, falling 
and loss of consciousness. It is in these three varieties 
of attack, especially when the E.E.G. shows character- 
istic changes, that the best results are obtained with tri- 
dione. The drug has no effect in reducing the frequency 
of major epileptic attacks, and some patients even have 
an increased number of major attacks when tridione is 
being administered. When major attacks and petit mal 
are occurring in the same patient phenobarbitone or 
hydantoinate has to be given in addition. An unusual 
feature of treatment with tridione is that in many cases 
administration can be stopped suddenly without causing 
an increase in the number of attacks. This does not 
happen invariably, however, and Whitty found that in 
two of his patients the attacks increased in frequency 
when tridione was stopped, and decreased again when 
they were put back on the drug. 

Unfortunately tridione has disadvantages : the com- 
monest toxic symptom is an unusual type of photo- 
phobia in which objects appear to shimmer and which 
is usually called the “ glare phenomenon.” This appears 
to be related to the dose employed and can often be 
stopped by reducing the dose. Lennox noted this side 
effect in 31% of his patients. Skin rashes may also 
occur : acne-like papules, the most usual form of rash, 
are unbecoming rather than dangerous, but at times a 
rash similar to that of measles may develop, and Lennox 
advises stopping the drug if this occurs. One fatal case 
of exfoliative dermatitis apparently due to tridione has 
been reported.* The most serious toxic effect is on the 
blood-forming organs. This appears to be due to indi- 
vidual susceptibility, as is the case with other drugs, 
such as amidopyrine or thiouracil, and not to be related 
directly to the dosage employed. Lennox reported one 


1 J. Amer. med. Ass., 1945, 129, 1069. 

2 Tbid., 1947, 134, 138. 

8 Kerrin, J. C., Lancet, 1948, t, 267. 

4 Braithwaite, R. F., British Medical Journal, 1948, 1, 14. 

5 Foster, T. W., Watson, J. W., and Neumark, E., Lancet, 1949, 1, 517. 

6 Harrison, F. F., Johnson, R. D., and Ayer, D., J. A “er. med. Ass., 1946, 132, 





11. 
7 Mackay, R. P., and Gottstein, W. K., ibid., 1946, 13%, 13, 163. 

8 Barnett, H. L., Simons, D. J., and Wells, R. E., Amer. J. Med., 1948, 135, 760. 
® Briggs, J. N., and Emery, J. L., Lancei, 1949, 1, 59. 

10 Ibid., 1949, 1, 366. 
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fatal case of aplastic anaemia and stated that he had 
heard of three other fatal cases in the United States. 
There are published records of two deaths from 
agranulocytosis‘ * and two from aplastic anaemia.‘ ’ 
Finally a nephrotic syndrome has been observed during 
administration of tridione and attributed to the drug.* * 

Because of these rare toxic effects tridione should not 
be used indiscriminately, but should be reserved for cases 
of petit mal; if possible an E.E.G. record should be 
made before it is prescribed. It is preferable to find out 
first whether the petit mal can be controlled by the safer 
but less commonly effective remedies. If these fail and 
if the attacks are frequent, then treatment with tridione 
should be begun. The patient must be kept under 
regular medical observation while he is taking the drug. 
A white-cell count and differential count should be per- 
formed at monthly intervals, and if the granular cells fall 
below 1,600 per c.mm. tridione administration should 
be stopped. Complete reliance cannot be placed on 
regular cell counts to give warning of agranulocytosis, 
for it may develop suddenly, and careful watch must be 
kept for symptoms such as sudden lassitude, pyrexia, 
sore throat, or stomatitis ; if these appear the drug must 
be stopped and a white-cell and differential count done 
immediately. As Lennox’ puts it, “Like any potent 
weapon of offence, tridione can cause grave harm if not 
handled with respect and conscientious care, but this 
would be a poor reason for not using it.” 








A DISPUTE ENDED 

The local authority associations have at last agreed to 
meet representatives of the medical profession to negotiate 
new scales of remuneration and conditions of service for 
public health medical officers.' The B.M.A.’s proposals for 
the new terms were submitted to the Ministry of Health in 
July, 1948, but in spite of repeated requests the local 
authorities would not consent to open negotiations on them. 
In January of this year, therefore, the Council decided that 
if negotiations through approved Whitley machinery were 
not begun by the end of February advertisements from 
local authorities would not be accepted by the British 
Medical Journal unless the salaries offered conformed 
with those in the Association’s proposed scales. The local 
authorities continued to refuse negotiation, and for the 
last five months advertisements have not been accepted 
by this or by. other medical journals unless they fulfilled 
those conditions. 

The local authorities’ delay has caused inconvenience 
and hardship to men and women in the Public Health Ser- 
vice; with very few exceptions they have followed the 
B.M.A.’s advice in refusing to accept appointments which 
were the subject of an “Important Notice.” They are to 
be congratulated on the fortitude with which they have 
stood loyally by their colleagues. Only one advertisement 
in conformity with the Association’s proposals has been 
published in the Journal during this period—from Merthyr 
Tydfil. 





1 See Supplement, p. 73. 


i 
The last obstacle to the formation of a medical functional 


council in the Whitley machinery has now been removed, 
It was not possible to set one up until the local authorities 
agreed to co-operate, since they must be represented on 
the management side as employers of practitioners jn the 
Public Health Service. It was also questionable at one time 
whether the Whitley machinery would be of much value 
to the profession if it was not backed by the right to go 
to arbitration. Though the absolute right has not been 
granted, the consultants obtained satisfactory assurances 
from the Ministry that, “save in exceptional circumstances, 
and after the conciliation machinery of Whitley has been 
exhausted, issues on remuneration remaining in dispute wil] 
go either to arbitration or for inquiry and report by a com. 
mittee.” Because of this promise and. other assurances 
the Joint Committee and the Central Consultants ang 
Specialists Committee advised hospital staffs to sign perma- 
nent contracts. On July 28 the General Medical Services 
Committee met and decided that these assurances appeared 
to safeguard the rights of general practitioners in the Ser. 
vice, and the chairman of the committee has written to 
Sir Lionel Whitby thanking him “ for the magnificent work 
which you have put in not only for consultants but for 
general practitioners as well.” 

Though the Minister has not conceded all that the profes- 
sion wished in order to ensure that disputes go to arbitration 
if they cannot be resolved through Whitley machinery, he 
has gone a good way to meet our requirements and allayed 
much anxiety. The outcome of these disputes reveals 
plainly what has so often been said—that when the pro- 
fession stands together in a just cause it obtains satisfac- 
tion. It only remains now to set up the Functional Medical 
Council and to bring before it, as occasion demands, 
outstanding points of difference between the medical 
profession, or any part of it, and the employers’ side. 





ANATOMY OF THE BRONCHIAL TREE 


The anatomy of the bronchial tree used to be a neglected 
subject, but the last ten years have seen this deficiency cor- 
rected and a number of/good descriptions have appeared. 
Recognition of the importance of the broncho-pulmonary 
segment as a unit has led to advances in knowledge of 
the natu:al history, pathology, diagnosis, and treatment of 
many lung diseases. Drs. J. Hardie-Neil and W. Gilmour, of 
Auckland, have carried out long and painstaking work on 
this subject, and an authoritative article by them appeared 
in this Journal in 1939.1 In a more recent paper? they pre- 
sent in greater detail the results of their study of a sub- 
ject which is of much importance and about which other 
authors have written little—the comparative anatomy of 
the bronchial tree and the application of the knowledge 
acquired to the investigation of the human bronchial tree. 
In this issue of the Journal we publish a summary of the 
research work undertaken by these authors. 
exposition of the otherwise confusing arrangement of the 
subapical bronchi of the lower lobes can be cited as a 
practical result of their comprehensive anatomical studies, 


1 Hardie-Neil, J., Gilmour, W., and Gwynne, F. J., British Medical Journal, 
1939, 1, 495. 
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which have been carried out on eleven different mammalian 


Sedic-Nel and Gilmour’s nomenclature has also been 
followed by other authors and has served as a basis for 
modified nomenclatures. The term “apical segment of the 
lower lobe ” is, for instance, more satisfactory than the 
term “ dorsal lobe.” Subapical follows quite naturally from 
this, in contrast to the ill-begotten and quite unacceptable 
term “ subdorsal,” which they criticize strongly. On the 
other hand, their adherence to a classification which 
includes four divisions to the right upper-lobe bronchus 
will not have much support; it is now generally agreed 
that this lobe contains only three chief broncho-pulmonary 
segments. The specimens and diagrams they use or borrow 
from other authors to sustain their claim cannot be inter- 
preted convincingly in the way they suggest. Moreover, 
in their earlier paper they quote Brock® incorrectly when 
they state that he describes the lateral division of the pec- 
toral or anterior bronchus as the most common site for lung 
abscess in the upper lobe. According to Brock the most 
common site is the subapical or postero-lateral segment, 
and either its lateral or posterior division may be affected, 
or both together. 

These differences of description serve to emphasize that 
the time is fully ripe for the adoption of a nomenclature 
that would be, ideally, accepted internationally. A com- 
mittee in France* has recently agreed on a nomenclature, 
but this certainly is one that would not be accepted in most 
other countries. It is to be hoped that an attempt will be 
made to obtain international agreement on a working 
nomenclature for the anatomy of the bronchial tree. 





TUBERCULOSIS IN SCOTLAND 


During the present century there has been a great reduction 
in the tuberculosis mortality rate, and at the same time 
living conditions generally have improved. The relation- 
ship between cause and effect is generally accepted. Dis- 
turbances in the life of the people may alter the trend of 
death rates, and in both of the world wars an increase in 
tuberculosis mortality occurred. In England and Wales 
the crude death rate per million from respiratory tubercu- 
losis rose from 989 in 1913 to 1,323 in 1918. In the last 
war the change was not so great, and the rate rose from 
516 in 1938 to 602 in 1941 and then commenced to fall. 
After the 1914-18 war the fall in tuberculosis mortality 
was retarded in several areas, but the figures available made 
a direct explanation of this phenomenon impossible. This 
slowing down was most pronounced in those towns and 
areas where social and economic conditions were least 
satisfactory. 

The trend of the death rate in Scotland and in England 
and Wales has differed during the past few years. In 
England and Wales the death rate from respiratory tuber- 
culosis has fallen steadily from 557 per million in 1943 to 
473 in 1947, while in Scotland the rate fell from 647 in 
1941 to 627 in 1945 and then rose in 1946 to 658 and 
remained practically constant at this level for the next 
two years. As Mr. Walter Elliot points out in a paper 
appearing in the opening pages of this issue, a convincing 
explanation for this rise cannot be found. Paradoxically 





VL “2 Bulletin, Department of Health for Scotland, Vol. V, No. 3, and Vol. 


the economic social factor does not appear to be the impor- 
tant one. The nutritional state of the community, which 
is probably the most important single factor in determin- 
ing tuberculosis morbidity and mortality, does not differ 
between the two countries in these days of food rationing. 
Housing, another important influence on the prevalence of 
the disease, has deteriorated more in England, because of 
the greater damage done by bombing. McKinlay’ has 
shown that overcrowding does not explain the different 
trend of pulmonary tuberculosis in Scotland, and economic 
factors can hardly be held responsible, since the rise in 
mortality has occurred during a period of full employment. 

The increase in mortality in Scotland has been greater 
among females than among males. The percentage ratio 
of the actual deaths in 1946-7 to the expected deaths, calcu- 
lated from the 1937-9 figures, was 119 for men and 132 
for women. All age groups shared in the rise in mortality, 
though it is among the younger people, particularly those 
aged 15-25 and, to a lesser extent; school-children, that 
the adverse change has been greatest. Over Scotland as a 
whole the mortality follows the usual pattern, rising in the 
more industrialized areas. Glasgow, with a very high rate 
and about one-fifth of the total population, takes a large 
share in the responsibility for the unfavourable trend of 
the Scottish figures. 

The rise in mortality may be due to several.causes, and 
from the figures available for analysis it does not seem 
likely that these can be positively identified. Mr. Elliot’s 
suggestion that Polish migration in the early days of the war 
may have introduced a more active strain of infection is 
interesting but difficult to prove. On a similar line of 
reasoning the high rate for Glasgow might be explained 
by the fact that many of the population of the city are of 
Irish extraction. Susceptibility to tuberculosis is high in 
Ireland : in 1947 the death rate was 124 in Eire and 79 in 
Scotland. Some have attempted to explain the propor- 
tionate increase in tuberculosis among the younger people 
by finding fault with their way of living—too many late 
nights spent dancing or in cinemas, careless eating habits, 
and a neglect of a proper balance between exercise and rest. 

Tuberculosis notifications have risen steadily in Scotland, 
and in 1948 they were twice the pre-war figure. Compari- 
sons of notifications are not very satisfactory, owing to 
changes that have been introduced in recent years. By 
mass radiography minimal lesions are discovered that 
would have gone completely undetected a few years earlier. 
Notifications are merely the cases which are discovered, 
and the number may be only loosely related to the true 
incidence—the relationship in any area depending upon 
the carefulness of the local practitioners. Thus the notifi- 
cations of tuberculosis in England and Wales dropped by 
2,000 in 1939 due to the effect of war on medical and 
administrative procedure. 


THE MRCP. 
The Comitia of the Royal College of Physicians last 
week received a report of a committee which had been set 
up “ to consider whether the examination for the M.R.C.P. 
as regulated and conducted in the past can meet the needs 
of the future, and to make recommendations.” The recom- 
mendations were accepted by the Comitia and there- 
fore now become the official policy of the College for the 





328 Aua. 6, 1949 THE M.R.C.P. 





ee ~ 
next two years, when the M.R.C.P. examination will once to avoid going into general practice. It is no Solution to 
more be reviewed. The outstanding conclusion of the com- the problem of how a man should be trained and recog. 
mittee is that “‘ membership of the College should signify a nized as a consultant or specialist in medicine. 
knowledge of general medicine that justifies further train- 
ing as a consultant, and the examination should therefore : 

be a test in general medicine, on a level higher than that DOMICILIARY MIDWIFERY 

required for qualification.” From this follows the conclu- The Ministry of Health has issued a statement on the 
sion’ that the examination “ should be taken early in train- Domiciliary Midwifery Service which, it is advised by the 





> 
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ing, normally about two years after qualification.” The Central Health Services Council, should be given the Widest Th 

College report recognizes that the M.R.C.P. is widely Possible publicity. The statement is printed in this week’s oft 

regarded as the hallmark of the specialist, but also notes S¥“pplement.. The Ministry considers that in England ang tr 

that the teaching hospitals more and more demand the Wales there is misunderstanding about the nature of the 19. 

M.R.C.P. as the qualification for the post of registrar or Medical services available for the mother who is confineg (Bi 

chief assistant. It considers that no examination can satisfy 2 her own home. The misunderstanding, apparently, jg as 

both these criteria and that a choice must be made between the belief among general practitioners and the public that on 

them. the doctor accepts full responsibility for antenatal care, vt 

The choice is admittedly difficult, but the decision of the a@bour, and the lying-in period. “This was certainly not om 

College is one the consequences of which it does not seem _ the intention ; it.was not intended in any way to diminish the 

to have thought out to the end. Until now the M.R.C.P. the importance of either the antenatal clinics or the mid- of 

has been looked upon as a qualification conferring specialist Wives by the introduction of the Maternity Medical Ser. a 

status. Obviously the man who has passed the M.R.C.P. Vices.” The statement points out that the general practi. 

has regarded this as the first and important step to tioner, the midwife, the antenatal clinic, the pathologist, me 

establishing his career of a specialist or consultant. It nd the hospital and specialist services all have a part to res 

is the beginning and not the end of experience in this field Play as members of a team. The Ministry appears to go we 

of medicine. When the College states that membership 0vt of its way’ to stress the value of the service of the mid- 5 

“should signify a knowledge of general medicine that wife and the antenatal clinic. It observes, it is true, that the op 

justifies further training as a consultant” the question must 8€0eral practitioner may assume full responsibility for the iza 

be asked, What further training is to be considered neces- Conduct of the case, but adds that “it is the hope of the cal 

sary, and who is to decide at the end of such training Minister that in domiciliary midwifery the midwife wil - 

that the possessor of the M.R.C.P. is or is not “a failed Continue to be regarded as a normal attendant, supported “ 

specialist”? The answer may be that so far as the Col- by the antenatal clinic during the pregnancy and working na 

lege of Physicians is concerned this will be recognized by 2 Co-operation with the general practitioner. . . .” to 

election to the Fellowship ; but many men have practised __In its comment on the report of the Working Party on J 

i and are practising as specialists and consultants who have Midwives the B.M.A. Council’ criticized it as speaking of ra 
} not had this distinction conferred upon them. By its the midwife as a practitioner of normal midwifery. It ont 
{ decision the College has altered the status of the M.R.C.P., “titicized also the feeling of competition which was tend- | 
and this alteration may well be resented by those who have ing to grow up between general practitioners and midwives. tio 
; passed the examination on the widely held assumption that The present statement by the Ministry would seem to have - 
; its possession was a recognized entry into the ranks of the same undesirable effect, even though this may not have J 
if consultants and specialists. Not only does the College been intended. It is obvious that the general practitioner by 
, decision appear to lower the status of the M.R.C.P., but it Who practises obstetrics must have a large experience of no 
may well have the unfortunate effect of lowering the stan- the normal if he is to be able to deal satisfactorily with the ~~ 
} dard of the examination. In fact the two would seem to @bnormal. In its proposals for a General Medical Service - 
— be inseparable. for the Nation, published in 1938, the B.M.A. stressed the Ge 
i The committee considered whether the M.R.C.P. should ¢ed in a maternity service for continuous medical super- a 
; not be preceded by a primary examination in anatomy and Vision by a general practitioner. It considered that an air 
| physiology, or any other subjects. It did not, apparently, efficient maternity service should include among other tha 
i! consider the possibility of holding a primary examination things: “ (1) antenatal.care by, or under the responsibility n> 
i which would qualify successful candidates to enter a final Of, a medical practitioner chosen by the patient throughout be 
4 examination the passing of which would clearly define the Pregnancy im every case ; (2) attendance in way oe by 
status of the candidate as a consultant or specialist. The Certified midwife during the antenatal period, labour, ae 
t method adopted by the Royal College of Surgeons appears 0d the puerperal period ; (3) attendance by the practi- sul 
to be more rational and fair, and it may be hoped that tioner chosen by the patient during pregnancy, labour, and we 


the puerperal period, when as a result of antenatal exami- 


when the M.R.C.P. is reviewed in two years’ time the . . 
nation the practitioner has declared his personal attendance 


College will consider the possibility of holding, instead 
of the M.R.C.P., a primary examination, possibly in con- 0 be necessary, or when his attendance is requested by 
junction with the Royal College of Surgeons, as a prelimi- the midwife.” These recommendations are as sound to-day 
nary to a final examination for the F.R.C.P., say four or 8 they were eleven years ago, and it is hoped that in the | 
| five years after qualification. Its present decision is simply National Health Service a real effort will be made to see 
| a recognition of the fact that very large numbers of young that they are carried out. The present statement of the : 
men and women are exhausting themselves and their Ministry of Health is not encouraging. } 
! examiners to obtain a diploma which will enable them 1 British Medical Journal Supplement, July 30, 1949, p. 65. pu 
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Adal 7 HEALTH REGULATIONS FOR AIR TRAVEL © a... am 
Navigation, but its use under the WHO Regulations will be optional] 
HE ALTH REGULATIONS FOR AIR at the discretion of individual Governments. 
TRAVEL (ID mueaned 
In the future, therefore, it seems that the statutory immunizations 
BY likely to be required of travellers, apart from those required for 


R. H. BARRETT, M.R.CS., D.P.H., D.T.M.&H. 
Medical Officer, Ministry of Health 


_ The attention of the travelling public and of practitioners has 
often been drawn to the number of inoculations and vaccina- 
tions that are obligatory on the intending traveller, particularly 
if he intends proceeding abroad by air. During the period since 
1946 the position described in the first article in this series 
(British Medical Journal, 1947, 2, 741) has become more stable, 
as was indicated by Kyle in the table appended to the second 
article (British Medical Journal, 1948, 2, 1115). This increase 
in stability has occurred despite the setback caused by the 
cholera epidemic in Egypt in 1947, an event which precipitated 
certain health authorities into adopting quarantine measures 
that had not been invoked since the Middle Ages. The closing 
of frontiers and the threat of the use of firearms to prevent 
the unauthorized entry of persons from an infected or 
supposedly infected area were examples of a fashion in quaran- 
tine which might properly have been left in the textbooks of 
medical history. Nevertheless, the international outlook as 
regards quarantine has steadily improved, with a corresponding 
reduction in the delays and frustrations. 

It may therefore be of interest to practitioners and others 
to know that this particular aspect of international co- 
operation is being actively pursued by the World Health Organ- 
ization, which has recently taken over the duties previously 
carried out in this field by the Office International d’Hygiéne 
Publique in Paris. In October, 1948, an Expert Committee 
on International Epidemiology and Quarantine met in Geneva 
and considered amongst other matters a revision of the Inter- 
national Maritime and Aerial Sanitary Conventions, which are 
to be replaced in the future by WHO Sanitary Regulations. 
It was very encouraging to note the more liberal attitude 
adopted by the committee towards quarantine restrictions in 
the light of the advances made by modern methods in disease 
control. 

In the proposed “ principles” on which the WHO Regula- 
tions for air travel will be based the following recommendations 
were made; they are of particular interest : 

1. Plague and Typhus Inoculations—These inoculations will not 
be required of travellers by the new regulations. It was considered 
by the committee that the use of new insecticides and rodenticides 
now available should be the most effective method of dealing with 
outbreaks of these diseases. 

2. Cholera Inoculation.—This inoculation will not ordinarily be 
required of travellers; but it will be permissible for individual 
Governments te require it of passengers coming from local areas 
infected with cholera. 

_3. Transit Passengers.—Air passerigers in transit through foreign 
airports will not be subjected to any sanitary measures in force for 
that locality—e.g., compulsory inoculations or vaccinations—pro- 
vided that they are not suffering from an infectious disease and that 
they do not leavé the precincts of the airport. A passenger will not 
be considered to have left the airport if he is conveyed to another 
airport in the same vicinity under the supervision of the health 
authority. 

4. Immunization of Travellers—The committee’s views on the 
subject of immunization of travellers as a quarantine measure are 
worth quoting at length: 

“The committee noted that there had developed since the last 
war a widespread tendency on the part of health administrations to 
require from travellers certificates of immunization, irrespective of 
the value of such immunizations for the protection of the countries 
reached by the travellers or for that of the travellers themselves. 

_ “The committee was aware of the many disadvantages inherent 

in the compulsory production of immunization. certificates, and 

considered that the serious obstruction to free and rapid travel 
caused by such requirement was out of all. proportion to the 
protection likely to be afforded to the country of arrival.’ 


5. The Personal Declaration of Health—This document was com- 
pulsory for air travellers in the 1944 Sanitary Convention for Aerial 


personal protection—e.g., T.A.B.—will be confined to vaccination 
against smallpox and inoculation against yellow fever, with anti- 
cholera inoculation as an occasional measure. Practitioners with 
practical experience of these diseases in epidemic form will probably 
not quarrel with this decision. But the traveller will no doubt 
impatiently await the day when world epidemiological conditions 
will render even these measures unnecessary. 

The Expert Committee reflected this feeling in the first of the 
“ principles ” upon which the new regulations will be based when it 
was agreed that “‘ WHO Regulations would be needed until the true 
object of international epidemic control—the eradication of the 
pestilential diseases—had been achieved.” 








INTERNATIONAL CONGRESS OF 
OTOLARYNGOLOGY 
EDINBURGH VISIT 


A discussion on “ Otogenous Thrombophlebitis and its Compli- 
cations” was held in conjunction with the Scottish Otological 
and Lar$ngological Society in the Department of Surgery, 


University of Edinburgh, on Monday, July 25. Dr. G. Ewart 


Martin, president of the Scottish society, was in the chair. 

In the absence through illness of Professor Norman M. Dott 
(Edinburgh), who was to have led the discussion, the opening 
paper was delivered by Dr. BERGER THomas (Edinburgh). 
Dr. Thomas dealt with the complications of thrombophlebitis 
which might be met in cases exhibiting a resistant strain of 
organism. He first described aseptic thrombosis of the lateral 
sinus, which may produce a subacute external hydrocephalus 
(the post-otitic hydrocephalus of Symonds). This could be 
demonstrated by ventriculograms. Treatment consisted in the 
intravenous administration of hypertonic saline solution and 
the control of cerebrospinal fluid pressure by a lumbar punc- 
ture. Where no improvement occurred a subtemporal decom- 
pression, with a simple stellate opening in the dura, was 
advocated. 

Aseptic thrombosis of the cerebral branches of the lateral 
sinus was often silent in onset, the patient first complaining of 
loss of vision or seizures due to cerebral damage following 
thrombosis of the veins. Ventriculograms showed localized 
cerebral involvement with ventricular shift and displacement 
of the third ventricle. In these cases antibiotics were given, 
and the cerebrospinal pressure controlled as already described. 
A bone-flap decompression might be required. 

In connexion with the septic complications of thrombo- 
phlebitis of the lateral sinus, Dr. Thomas referred to Gradenigo’s 
syndrome, which he thdught was seen less commonly since the 
introduction of antibiotics, and which he regarded not as an 
apical petrositis from direct spread of the infection but as a 
thrombophlebitis of the petrosal sinus. Subdural empyema, 
on the other hand, was more commonly encountered now, 
particularly after frontal sinusitis. Cerebral and cerebellar 
abscesses were now considered to be due to a thrombophlebitic 
process rather than a direct spread of infection. Dr. Thomas 
showed that tension within the abscess interfered with the 
penetration of penicillin. _ When the abscess was drained 
surgically, penicillin could then be recovered from the pus. 

Dr. A. BROWNLIE SmiTH (Edinburgh) contrasted his experi- 
ences of lateral sinus thrombosis before and after the intro- 
duction of antibiotics. Although diagnosis was often easy 
before the advent of penicillin, many cases presented extreme 
difficulty, and complications were frequent. Since penicillin 
became available the difficulty of diagnosis had increased but 
the serious consequences of thrombosis had diminished. Of 


’ the 29 cases of lateral sinus thrombophlebitis in his series, 


22 occurred before antibiotics were introduced, and of these 14 
were complications of acute otitis media. There were seven 
deaths (32%) in this series. One was due to the anaesthetic, and 
six occurred from undue delay in operating, either because the 
case was referred too late or because the condition was not 
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suspected until the patient had been some days in hospital. Of 
the seven remaining cases, all were associated with chronic 
otitis media and five were in children under the age of 11 years. 
No deaths occurred in this series, and in no patient receiving 
penicillin was the jugular vein ligated. It would appear that 
lateral sinus thrombosis as a complication of acute otitis media 
was disappearing, or if it occurred the condition responded 
to antibiotic treatment and remained undiagnosed. The cardinal 
features—rigors, positive blood culture, raised cerebrospinal 
fluid pressure, and a positive Queckenstedt test—were not now 
seen, and the temperature chart was the only certain guide to the 
possibility of thrombophlebitis. An unexplained temperature 
in the face of penicillin treatment for acute otitis media was, 
in Dr. Smith’s opinion, an indication for urgent operation. 








OLD PEOPLE AND THE COMMUNITY 


A two-day conference was held recently at the Royal College 
of Nursing on the community care of old people. Those who 
took part included representatives of the nursing service of the 
L.C.C., the Women’s Voluntary Services, the Civilian Welfare 
Department of the British Red Cross Society, the Public Health 
section of the Royal College of Nursing, and the National 
Council of Social Service. 

Mr. ARTHUR BLENKINSOP, M.P., Parliamentary Secretary to 
the Ministry of Health, said that most local authorities were 
now providing accommodation for old people on their new 
housing estates of a much more attractive kind than had hitherto 
been available. He hoped it would be possible to provide a 
certain number of hostels also where services could be rendered 
to the occupants. Old people often became permanent bed 
cases in hospital when, for their own benefit and that of others, 
they ought to be taking their place again in the community. 

Dr. KENNETH Cowan, county medical officer of health for 
Essex, spoke on the care of the chronic sick in hospitals in 
relation to shortage of beds and lack of nursing staff. Where 
treatment by rehabilitation and physiotherapy had been given 
there had been a remarkable increase in the bed turnover. He 
instanced the position in Cornwall where, by the use of adequate 
rehabilitation and medical treatment for the chronic sick in the 
institutions of the county, the available bed accommodation 
had been increased by 50%. Part-time nursing staff had been 
used to good purpose in some areas, particularly in Gloucester- 
shire. He pleaded for suitable holiday homes and hostels in 
the country where aged people who were living with their rela- 
tives could be taken for short periods, so relieving the strain 
at home and perhaps enabling the old people to continue their 
home life for a much longer time. For organized voluntary 
endeavour in the care of the aged he suggested a national 
organization which would institute measures for the care of 
old people in their homes and formulate a policy which could 
be carried out locally. 

Dr. C. A. BoucHER, medical officer of the Ministry of Health, 
said that the problem of the aged was really a problem of social 
medicine—that is to say, of medical science applied to groups 
of people. He begged that these people should not be isolated 
as a race apart. Their relatives, friends, and neighbours would 
then be relieved from all responsibility, which would be un- 
fortunate. In spite of the brilliant work of experienced 
specialists and enthusiastic doctors in geriatric units, much 
. more could be achieved if there was adequate help at an 
earlier stage before chronicity developed. The geriatrician had 
already shown what could be done; he must now show how 
much more could be prevented. The present overloading of 
hospital beds was a confession of failure of preventive measures. 
The fantastic position had been reached whereby an old person 
who required skilled hospital treatment had to wait a long while 
for it. The result was that his illness became well advanced, 
it required a much longer period for treatment and rehabilita- 
tion, and in the end the patient had often to be retained in the 
institution because his family circumstances had altered and 
there was no home to which to send him. Four thousand old 
people were killed every year in accidents in their homes. If 
they were made aware of these dangers and how preventable 


they were, this heavy fatality list would be lightened and h 
beds would not be filled with fractured femurs and the like, 
He praised St. Helier Hospital, Carshalton, where they had a 
geriatric liaison committee with representatives of Surrey County 
Council, the Hospital Management Committee, the Loca] 
tive Council, and the National Assistance Board. Another 
notable effort was the Bermondsey Mission, which was 
by three general practitioners. The mission had a ward of 25 
beds for old people, and a geriatric specialist from a near-by 
hospital visited once a week and was available on call. There 
was need, said Dr. Boucher, for a “triangular” system, Ay - 
the apex was the family doctor, who knew the old person and 
his background. At one of the bases was the hospital speciaji 
the geriatrician, and at the other the medical officer of health, 
through whom the local authority and voluntary association 
services should be made available. These services included 
home helps. 

No resolutions were formulated, but it was stated that the 
ideas put forward at the conference would serve as a guide for 
local action in the months ahead. 








COLONIAL MEDICAL RESEARCH 


TRIAL OF NEW DRUGS IN THE TROPICS 

The. Colonial Research Council is responsible for research 
schemes in many fields—agriculture, forestry, demography, 
social science, engineering, and a dozen others. Research ip 
medicine, undertaken by the Medical Research Committee, of 
which Sir Edward Mellanby is chairman, is one of the most 
important of its interests ; of the last annual grants, amounting 
to £1,652,169, medical research schemes took more than 10%, 
Many of the other investigations have medical aspects, such as 
the work on insecticides and the search for plants of possible 
medicinal value. 

The annual report of the Council’ contains a list of about 
150 new or supplementary projects which have been approved 
for grants during the year under review. They range from an 
investigation into the technique of parboiled rice to a study of 
the properties of antisera for identification of blood found in 
mosquitoes and other insects ; from the bionomics and distribu- 
tion of ornithodorus ticks in relation to relapsing fever to the 
establishment of the East African Bureau of Medicine ; from 
psychological research in Northern Rhodesia to an investiga- 
tion into the suitability of the roller mill for milling millets and 
sorghum, this latter as part of nutrition research in West Africa; 
from the setting up of a medical research library in Fiji to the 
study of hot-climate physiology in Nigeria ; from an investiga- 
tion of salt-water mosquitoes to studies in African witchcraft. 

The Medical Research Committee had some eight projects in 
hand last year in Africa and Malaya, and during the year 
started two new ones. The first was an investigation on 
Bancroftian filariasis and onchocerciasis in East Africa, and 
the other was a study of loasis (infestation of Loa-loa, a genus 
of filarial roundwormi) in the Cameroons. The whole subject 
of filariasis is being extensively investigated in East Africa, and 
Mwanga, in Uganda, has been selected as the headquarters of 
the Colonial Office team for this work. Research on schisto- 
somiasis is already being undertaken independently in Egypt 
and in Southern Rhodesia, and it is not considered necessary to 
begin work on this subject in the colonial territories at present. 
From Egypt it is reported that marked clinical improvement has 
been obtained by the use of “ miracil D,” but complete steriliza- 
tion does not appear to have been obtained as a rule in the 
Egyptian patients. Moreover, the drug has been found irritating 
to the gastro-intestinal mucosa, which contraindicates its general 
use in Egypt. In Southern Rhodesia the drug works more 
favourably—for some reason the dweller by the Zambesi 
withstands its irritant action better than the dweller by the 


Nile. 
Prophylactic Value of Proguanil 
Work on malaria has been continued in Malaya, East Africa, 
and North Borneo. In Malaya extensive trials have been made 


Colonial Research 1948-49. Cmd. 7739. London: H.M. Stationery 
Office. 2s. 6d. net. 
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to establish the prophylactic value of proguanil and mepacrine. 
Among the labour forces on the plantations in an endemic area 
the high suppressive value of proguanil in falciparum and vivax 
malaria has been confirmed. The disappearance of parasitaemia 
when proguanil was given was found to be more rapid than 
with mepacrine in cases of falciparum malaria, though the dura- 
tion of the fever was somewhat longer. The exact comparative 
yalue of these two drugs seems as yet undetermined. The most 
suitable methods of using proguanil, with its effective gameto- 
cidal action, have been worked out for both prophylaxis and 
treatment. The prophylactic value of the drug is said to be 

‘high, but the clinical response to treatment slow. It has been 
found that the duration of the fever is shortened and relapse 
prevented when the ten-day course of proguanil is supple- 
mented, on the first day of treatment only, by mepacrine or 
quinine, and the trial of this reinforced method is recommended. 
Chloroquine has also been tried out with a view to its probable 
practical value in rural areas. 

Work on nutrition has been continued in the Gambia and 
elsewhere, chiefly on the prevalent types of anaemia and the 
extent to which these conditions are dependent on malnutrition 
and on zymotic disease. A study of the digestive function in 
conditions of malnutrition is being undertaken in Uganda by 
the Medical Research Council. Protein deficiency is shown to 
be common in the Gambia. Other investigations include re- 
search in tick-borne relapsing fever in Kenya. The Virus Insti- 
tutes in Nigeria and Uganda have been primarily concerned 
with a study of the epidemiology of yellow fever, and the work 
in Uganda has shown that there exists in Africa an epidemio- 
logical type of yellow fever which is analogous to the jungle 
yellow fever of South America. It is now thought that the 
permanent reservoir of virus which exists in the animals and 
mosquitoes of the forest is the ultimate source of the yellow 
fever of urban communities. 


Chloramphenicol in Scrub Typhus 

A section of the medical report concerns the work of a 
research unit in Malaya which is making a long-term study 
of the natural history of scrub typhus, a condition which took 
a heavy toll of the Allied forces during the Japanese war. An 
investigation has been made by an American unit on the value 
of the new antibiotic, chloramphenicol, in this condition and in 
typhoid fever. An explosive outbreak of scrub typhus occurred 
on an estate near Kuala Lumpur soon after the investigation 
began, and during the next 10 weeks 40 proved cases were 
treated with the drug without failure. Some of them were 
treated as late as the eighth or ninth day of the disease, although 
in untreated cases death may occur from the twelfth day on- 
wards. Up to now about 90 cases have been treated success- 
fully. A small amount of the drug prepared by chemical 
synthesis became available to the workers at Kuala Lumpur 
and was used in treating two Gurkha soldiers infected during 
jungle warfare against bandits. They were given the synthetic 
drug on the fifth and sixth days of fever, and in both cases the 
temperature reached normal within 48 hours. The toxicity dis- 
appeared and convalescence was uneventful. In typhoid fever 
the improvement of the general condition and the diminution 
in toxicity usually began within 24 hours. One curious circum- 
stance is that chloramphenicol has been found effective against 
gonorrhoeal urethritis, and a recent preliminary communication 
records the successful: treatment of 32 cases. The importance 
of this finding, which is thought by venereologists to open up 
a fruitful field of investigation, lies in the fact that the drug is 
given orally. The successful large-scale synthesis of an effective 
non-toxic antibiotic has obviously wide implications. It is hoped 
that the number of diseases affected by this class of drug will be 
increased, and that reduced costs, approximating perhaps to 
those of the sulphonamides, will gradually free chloramphenicol 
and other antibiotics from the restrictions imposed by expensive 
fermentation methods of preparation. 

The question of undertaking trials in Africa with B.C.G. 
vaccine hasbeen considered further. In French and Belgian 
African territories this vaccine is already being tried out. The 
Medical Research Committee considers that trials should be 
undertaken in a selected area with a stable \population and a 
known incidence of tuberculosis. and the committee is making 


suitable arrangements. Climate physiology is another long- 
continuing study. One experiment mentioned is that small 
doses of pituitrin have been given to a group of eight African 
students, and those who had high sweat-rates were found to 
have them lowered after injection, while those with low sweat- 
rates had the opposite experience. In other words, without 
pituitrin there was a great difference between the sweat-rates 
of the two sub-groups, but after pituitrin there was no difference. 

The tsetse fly has been a major preoccupation of a number 
of colonial investigators this year. The important reports on 
trypanosomiasis in Eastern and Western Africa and on the 
Anchau rural development scheme have been the subject of 
notice in these columns. They were followed by the intro- 
duction of “ antrycide ”’ for the treatment of trypanosomiasis in 
cattle, about which the Colonial Office report expresses the hope 
that the experiments now in progress will establish the prophy- 
lactic value of this drug and extend its practical application. 
A sum of £15,800 has been allocated for a three-year research 
on the effects of antrycide injections on cattle in East Africa. 
An account is given of the trials in Uganda with D.D.T. and 
B.H.C. smokes. It has been confirmed that these substances are 
lethal to tsetse flies, but the application apparently still presents 
difficulties. The malaria eradication experiments in Mauritius 
and Cyprus are described, as well as the control measures in 
Uganda, Swaziland, and Malaya. 

It is stated that the shortages of scientific personnel, labour, 
building materials, and equipment are being slowly overcome, 
and proposals are to be submitted to Parliament for the amend- 
ment of the Acts under which colonial development and welfare 
research is administered, to enable the yearly disbursement to 
be increased. 








SCIENTIFIC FILM ASSOCIATION 
MEDICAL FILMS 


A meeting called by the Medical Committee of the Scientific 
Film Association was held recently at the Royal College of 
Obstetricians and Gynaecologists. 

Mr. MALcoLM DONALDSON in his introductory remarks said 
that the object of the meeting was to discuss the best way to 
encourage the use of films and film strips in teaching. At 
present there was no central medical film library for teaching 
purposes. There were very few medical films and more would 
have to be made. This could perhaps best be done by the 
senior teachers of any particular subject forming a committee 
and, after deciding exactly what points it was necessary to 
illustrate, writing a script for a film to be produced by a pro- 
fessional film artist. Although everyone had his own methods 
of teaching, it was uneconomical for each man to make his own 
film. The fundamental points which an undergraduate had to 
learn were common to all teaching schools. It was after qualifi- 
cation that points of difference in technique should be taught. 

Sir KENNETH Goappy, the chairman of the Medical Com- 
mittee, said that the Scientific Film Association had been in 
existence for five or six years. The association had as its aim 
the general diffusion of knowledge concerning the making, use, 
and advantages of scientific films in all branches of education. 
The Medical Committee was handicapped by want of funds. It 
had published, in conjunction with the Royal Society of Medi- 
cine, a catalogue of medical films, and had corresponded with 
the deans of medical schools in the hope of stimulating interest 
in the use of films as an aid to teaching. The real value of the 
medical film was in presenting the salient points which could 
not adequately be demonstrated by lantern slides or by word 
of mouth. 

Films were then shown illustrating normal labour, the use of 
Kielland’s forceps, and breech delivery. Girl Grows Up was 
a film intended to explain menstruation to girls aged 12 to 14, 
and a film on the care of premature infants came from the 
Rotunda Hospital. In the discussion after each film, among 


many who took part were Sir WILLIAM GILLIATT, Dame LOUISE 
McIlroy, and Mr. Leste WittiaMs. The production of these 
films was of a high standard, but there was outspoken criticism 
of the obstetrical technique illustrated in some of them. 
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INTERNATIONAL CONFERENCE ON 
AUDIOLOGY 


The second International Conference on Audiology was held 
in London on July 15 and 16, at the Royal Society of Medicine, 
under the presidency of Professor Gunnar Holmgren (Sweden). 
The Conference was attended by otologists, physicists, and 
others interested in the various aspects of audiology. Fifteen 
countries were represented. 

The delegates were welcomed on behalf of the Royal Society 
of Medicine by Mr. Scott Stevenson, president of the Section 
of Otology. On the first day a review was given by the secre- 
tary, Professor Eelco Huizinga (Holland) of work already done. 
Papers were read by Professor Maurice Sourdille (France), Dr. 
E. P. Fowler, jun. (U.S.A.), Professor E. Luscher (Switzerland), 
and Dr. Harvey Fletcher (U.S.A.). The second day was 
occupied by a discussion on the work in audiology carried out 
in England by the Ministry of Health, the Medical Research 
Council, and others. An introductory address was given by 
Sir Wilson Jameson, Chief Medical Officer of the Ministry of 
Health, and other speakers included Dr. C. S. Hallpike, Medical 
Research Council ; Dr. W. G. Radley, G.P.O. Research Station ; 
Mr. R. S. Dadson, National Physical Laboratory; Dr. T. S. 
Littler, Department of Education of the Déaf, Manchester Uni- 
versity; Mr. Michael Reed, Ministry of Health; Dr. E. A. 
Underwood, Ministry of Education; Miss Edith Whetnall, 
Royal National Throat, Nose, and Ear Hospital; Mr. R. Scott 
Stevenson, Metropolitan Ear, Nose, and Throat Hospital ; 
Professor Sir Henry Cohen, Medical Research Council; Mr. 
Leslie Wilkins, the Social Survey ; and Mr. Terence Cawthorne, 
Medical Research Council. At the end of the meeting it was 
announced that the present secretary was retiring and that his 
place would be taken by Mr. Terence Cawthorne (England). 
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HAEMODYNAMICS OF PREGNANCY 


At a meeting of the Edinburgh Obstetrical Society on May 11, 
with the president, Dr. E. C. Faumy, in the chair, Professor 
R. J. KELLAR presented a symposium on the “ Haemodynamics 
of Pregnancy.” His critical review of the subject was supple- 
mented by four short papers. 

Dr. Hmary HAMILTON gave a brief description of previous 
experimental work and then analysed the changes in cardiac 
output during normal pregnancy in 68 women. Output was 
determined by the Cournand technique of right heart catheter- 
ization. Experimental work now in progress at the Simpson 
Memorial Maternity Pavilion was concerned with the cardiac 
output in cases of toxaemia all showing some degree of hyper- 
tension. Preliminary results in 44 cases showed that they fell 
into fairly distinct groups. Pregnant patients with “ fixed” 
essential hypertension (10 cases) showed no alteration in cardiac 
output from the curve found in normal pregnancy. In 6 cases 
of “fixed” essential hypertension with superimposed pre- 
eclampsia a rise in cardiac output was noted. There was also 
‘an increase in cardiac output in 11 cases of “labile” 
hypertension. 

Varying results were observed in 17 cases of pre-eclampsia ; 
13 had a mild or marked increase in output, and this usually 
exceeded the increase seen in the two hypertensive groups ; 
in 4 cases the cardiac output was within the normal limits 
for the duration of pregnancy. The changes in cardiac output 
in the cases of pre-eclampsia did not appear to bear any 
clear-cut relationship to the clinical severity of the toxaemia. 
No explanation, of these results could be put forward at the 
present time, but it was hoped that future work would help to 
clarify the situation. 


Blood Volume and Blood Flow 


Dr. RacneL Ware contributed two short papers, one on 
blood volume in pregnancy and the other on limb volumes in 
pregnancy. In the first paper she outlined the method used 


i 
and the results obtained in the investigation of 10 normal non- 
pregnant women, 56 women at various stages of normal preg- 
nancy, and 10 women in the first week of the Puerperium 
She showed that the increase in blood volume during preg. 
nancy was approximately 23%—a result comparable with those 
of previous investigators. This increase occurred mainly durin 
the second half of pregnancy and was maintained for the first 
seven days of the puerperium. She also gave a Preliminary 
survey of the results of investigations now being carried oyt 
during pregnancies complicated by hypertension and pre- 
eclampsia. From these results it appeared that the blood 
volume in cases of hypertension (“ labile” and “ fixed”) was 
comparable with that in normal pregnancy, while in cases of 
pre-eclampsia it was lower than normal. 

The second paper was concerned with a study of the limb 
volumes of 15 patients during the second half of pregnancy, 
She described the method, which was based on the principle 
of water displacement, and said that records were kept at 
2-4-weekly intervals during the pregnancy and at seven days 
and six weeks after delivery. Of the 15 cases, four had a 
normal pregnancy with a variation of 0.5 to 3.8% in limb 
volumes ; 7 cases developed a mild to moderate degree of 
toxaemia with an increase of at least 6% in all their limb 
volumes, a 6 to 7% increase appearing to coincide with the 
presence of “ pitting” oedema. The remaining 4 cases showed 
an increase of up to 9% in at least one limb volume with no 
other manifestation of toxaemia. She also showed that the 
increase in volume during pregnancy appeared to be more 
marked in the hand used less frequently—i.e., the left hand in 
right-handed patients. ; 

Dr. CATHERINE Burt presented a preliminary report on blood 
flow and finger temperatures in 20 pregnant patients (8 normal, 
7 pre-eclamptic, and 5 hypertensive) compared with those in 
a group of non-pregnant controls. Records of resting forearm 
blood flow made in the later weeks of pregnancy showed an 
increased flow in normal pregnant patients in comparison with 
non-pregnant women. A greater increase was found in preg- 
nant patients with pre-eclamptic toxaemia or hypertension ; in 
these cases the average resting forearm blood flow was twice 
that of the control group. In all the pregnant patients a fall 
in the average forearm blood flow occurred following delivery, 
but the figure remained above that of the non-pregnant group 
for the first few weeks of the puerperium. During reflex 
vasodilatation tests forearm blood flow was more variable and 
showed a greater average rise in pregnant than in non-pregnant 
patients, this increase being most evident in patients with 
pre-eclamptic toxaemia. 

At an environmental temperature of 17° C. non-pregnant 
women and women in the first trimester of pregnancy showed 
peripheral vasoconstriction as evidenced by a low resting blood 
flow in the hand ; as pregnancy advanced the hand blood flow 
showed a gradual rise up to the time of delivery. A state 
of cutaneous vasodilatation, as shown by a resting finger tem- 
perature of over 30° C., was found in 19 out of 20 cases in the 
later weeks of pregnancy and in all 17 tested in the first eight 
weeks of the puerperium. In non-pregnant volunteers exposed 
to the same environmental temperature (15.25° C.-22.5° C.) the 
average finger temperature was 24.7° C. This preliminary work 
indicated a tendency to muscular and cutaneous vasodilatation 
in the upper limbs during the later months of pregnancy. 





On June 17 and 18 the Fever Group of the Society of Medical 
Officers of Health held a meeting at Seacroft Hospital, 
Leeds, by invitation of the president of the Group, Dr. E. C. 
Benn. On June 17 Dr. D. C. Liddle read a paper on the Steven- 
Johnson syndrome, and Dr. H. J. Parish, Dr. K. J. Randall, and 
Miss M. Barr contributed a symposium on “ Immunity in 
Early Life.” 
McLeod, and Dr. P. T. Boyle gave a clinical, bacteriological, 
and pathological review of a series of patients with tuberculops 
meningitis treated with streptomycin. On June 18 Dr. Hugh 
Parry read a paper on “The Fate of Infants with Gastro 
Enteritis Receiving Intravenous Plasma,” and Dr. C. W. Dixon 
gave an account of an outbreak of meningococcal meningitis in 
New Zealand. 


a 


In the afternoon Dr. Leese, Professor J. W. ° 
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Ankylosing Spondylitis 


sir,—I have been very interested to read the letters of Drs. 

F. Dudiey Hart and H. F. West (April 9, p. 633) in reply to 

Dr. C. B. Heald’s communication (March 26, p. 546). Dr. West 

rather takes Dr. Heald to task for being over-enthusiastic about 

ankylosing spondylitis. We in New Zealand recently had the 
pleasure of hearing Dr. Heald when he was asked to lecture 
on rheumatism by the New Zealand Government. In con- 
nexion with ankylosing spondylitis one would agree that he 
showed enthusiasm, but is it not better to show enthusiasm 
than adopt an attitude of Jaisser-faire in such an important 
and, in many cases, such a crippling disease? Dr. H. F. West 
has looked up a great many references which are not available 
in this country, and rather tends to belittle the crippling effect 
of ankylosing spondylitis and also the benefits of x-ray therapy. 

Two cases I have seen recently illustrate that the disease can 

be crippling and does respond to x-ray therapy. 

The first was a woman aged 33 who complained in the first place 
of pain in the neck and back and a little later stiffness in the left 
shoulder. A course of gold injections had been advised and given 
without any relief, and her condition was becoming worse. Her 
right arm could not be raised above the level of the shoulder and the 
pain and stiffness in the back had spread to the lumbar region. A 
diagnosis of ankylosing spondylitis was made from radiographs. An 
interesting point in this case was that while waiting for x-ray therapy 
an injection of 1 ml. “ prostigmin”’ was given. The patient almost 
immediately felt ill, became collapsed, and vomiting set in. The 
antidote to this, 1/100 gr. (0.65 mg.) of atropine, was given, and 
the reaction gradually subsided. Within 24 hours there was marked 
improvement in the movement of the right arm, which could be raised 
above the head. In spite of the reaction, the patient begged for a 
second injection. This time atropine was given prior to 4 ml. of 
prostigmin—even so the patient had a milder reaction. Any further 
requests for injection were refused. Three courses of deep x-ray 
therapy to the dorsal and lumbar spine and sacro-iliac joints were 
given. In addition, afer consulting with Dr. John Mennell, manipula- 
tion was given to the cervical dorsal and lumbar vertebrae and the 
costo-vertebral articulations from time to time. This has produced 
freedom of movement in these areas. In addition breathing, which 
was becoming increasingly difficult, has been very much relieved. This 
patient now has no pain, is bright and happy, and can manage her 
own housework and cooking. ‘There is permanent loss of rotation 
in the dorsal vertebrae and limited lateral movement in the lumbar 
region. In spite of this she is very grateful for the marked improve- 
ment in her movements, general health, and her freedom from pain. 
Before I saw her she was spending most of her time in bed, and the 
future outlook was not at all good. 

The second case, a young man of 20, had been suffering from 

“rheumatism ” for four years, with pain in the back and limbs. 
General wasting of muscles was present, the joints of both limbs 
were swollen and painful, and he was in continual pain. For the last 
14 months he had been confined to bed almost continuously. Gold 
injections, penicillin, physiotherapy, and polyvalent streptococcal 
vaccine had all been tried without effect. Dr. C. B. Heald was called 
in consultation and diagnosed the case as one of ankylosing spondy- 
litis. Radiographs showed quite definitely involvement of the sacro- 
iliac joints. X-ray therapy was ordered with very satisfactory results. 
Two years later this patient reported that he had had several courses 
of x-ray therapy—not only to the spine, but also to the joints of 
the upper and lower limbs. Apart from the fact that there is a 
rather general stiffness of joints, he can go about his teaching duties 
at a preparatory school, and, most important of all, he is free from 
pain. ; 
In both the preceding cases it can be stated quite definitely 
that ankylosing spondylitis was having a crippling effect. and 
following x-ray treatment there has been a very marked 
improvement in their condition and they have again become 
useful citizens.—1I am, etc., 


W. GORDON RICH. 


Christchurch, New Zealand. 


Treatment of Angina with Thiouracil 


Sir,—All those who have tried to investigate the value of 
thiouracil in the treatment of angina pectoris will agree with 
your annotation (June 4, p. 997) that “it is time a large series 
of cases was treated under scientifically controlled conditions.” 
But it seems unlikely that both these requirements can be 
satisfied. Evans and Hoyle’ have drawn attention to the main 
difficulty, which is the inherent variability of angina. They 
conclude that in addition to adequate scientific control the 
type of case ‘selected for study must be clearly defined if 
the results are to be reliable. 

The investigation described below, though not significant on 
its own, may contribute a little to the subject when read in 
conjunction with other reports. An attempt was made to select 
for study only those cases which were as nearly “stable” as 
possible. The criteria were as follows : © 

1. All had unequivocal angina of effort, with pain as their worst 
symptom. Its site, type, relation to exertion, and quick relief by 
rest or glyceryl trinitrate were definite. If a neurosis became obvious 
and predominant during the investigation the patient was excluded 
from the series. 

2. No patient had dyspnoea as a prominent factor limiting exertion. 

3. No patient had any other physica] disability limiting exertion or 
lowering pain threshold. 

4. No patient had a haemoglobin below 90%. 

5. No patient had evidence of myocardial infarction in the six 
months immediately preceding the start of the investigation. 

6. No patient had hypertension above 170/110 mm. Hg or evidence 
of valvular disease, paroxysmal disturbances of cardiac rhythm, or 
cardiac failure. 

7. No patient had clinical or serological evidence of syphilis, or 
clinical evidence of thyrotoxicosis, diabetes, or adrenal disturbance. 

8. All were under the age of 65 years. 

9. All were at least of average intelligence. 


Out of over 80 patients attending the hospital with angina 
only 19 fulfilled the above criteria, but during subsequent weeks 
11 of these had to be excluded from the series for the following 
reasons : dyspnoea found to be prominent factor limiting 
exertion, 3 ; neurosis became overt, 3; failed to attend, 2; no 
attacks during the summer, 1 ; developed pernicious anaemia, 1 ; 
developed status anginosus, 1. This last patient had thiouracil 
for one week only. It was stopped because his attacks became 
more frequent. A week later he developed status anginosus. 
The eight patients who remained were all men between the 
ages of 49 and 64 years. Three had had previous myocardial 
infarctions. 

The initial examination of the patients included a detailed 
history, full clinical examination, fluoroscopy, and limb and 
unipolar chest lead electrocardiograms. During the first two 
weeks the variability of the angina was observed, and base-line 
white-cell counts and blood-cholestero} determinations were 
made. Four patients were then given 0.2 g. of thiouracil 
three times a day (Group A), and the remaining four one 
lactose tablet three times a day (Group B). No patient knew 
what tablets he was having. Each patient was urged to 
continue his normal routine of life. 

Observations were made on the pulse rate, blood pressure, 
weight, glyceryl trinitrate requirements, walking distance on 
level ground, and blood-cholesterol levels for periods ranging 
from 19 to 36 weeks. Thiouracil was stopped when there 
was evidence of myxoedema. In two patients (Cases 1 and 2) 
who had shown only a slight response to the initial dose the 
dose was increased to 1.0 g. daily after 17 and 19 weeks 
respectively. Progress was assessed by comparison of the 
glyceryl trinitrate requirements and a detailed history of the 
pain at the beginning and at the end of the investigation. The 
table shows the progress of each patient. 

It will be seen that three out of four patients in the treated 
group were improved, whereas only one patient in the control 
group was slightly improved. In those who were benefited 
improvement occurred gradually during the ‘third and fourth 
months of treatment, and it is interesting that the improvement 
was more marked in the substernal than in the peripheral 
component of the pain. The patient in Group A who did 
not improve was the one who had had a previous myocardial 
infarction. Serial blood-cholesterol levels were found not to 
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correspond to thiouracil dosage or to the clinical response to 
treatment. There were wide variations in level in both groups 
of patients. One patient (Case 3) developed florid myxoedema, 
with a cholesterol level lower than at the start of the 
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investigation. It is hoped that these results once again confirm 
the difficulty of assessing the results of any form of treatment 
in angina pectoris. 


Dr. Evan Jones, Dr. F. T. G. Prunty, and Dr. Raymond Daley 


have kindly agreed to the publication of this letter. I am very 
grateful to them for the special investigations and for their interest, 
advice, and criticism. 


—I am, etc., 


Uffculme, Devon. D. W. R. LYLE. 
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Tuberculosis in Industry 
Sir,—Drs. Alice Stewart and J. P. W. Hughes and their 


colleagues (May 28, p. 926) showed that a tenfold increase in 
the size of boot and shoe factories was associated with a two- 
fold increase in the number of persons “infected with tuber- 
culosis.” Their paper appears to have caused some surprise 
and criticism (Dr. Stephen Hall, June 11, p. 1049). It is, of 


course, true that it is only by the routine use of t : 
test that recently infected persons can be + dlr oa 1 
ever, of interest that statistics collected by Bang as long 4 0 
1896 showed that a tenfold increase in the size of herds 
cattle was associated with an approximate doubling of 8 
incidence of tuberculosis as judged by the tuberculin test.! 

is true even when small herds in which there were no tuber 
culous cattle were excluded. Almost the same trend is obtained 
by classifying results of tuberculin tests on 364,286 cattle j 
Great Britain according to the size of the herd.' 

Dr. Hall has suggested that infection is inevitable, and the 
important thing is to study why only some people devel. 
clinical tuberculosis. It appears to the present writer that po 
attitude could more stultify the main effort which should be 
made to control tuberculosis. It is true that every effort should 
be made to increase resistance (including the use of B.CG 
but it was pointed out at the recent Commonwealth and Empire 
Health and Tuberculosis Conference that tuberculosis is still 
a serious problem in New Zealand, where the standard of nutri- 
tion is excellent. All the work on the control of tuberculosis 
in cattle indicates that it is the degree of exposure to infection 
which is important and that effective control of the disease jg 
achieved only when every effort is made to prevent the spread 
of infection. As pointed out by Dr. S. Roodhouse Gloyne 
(July 2, p. 31), the work of Drs. Stewart and Hughes does 
indicate that in man the degree of exposure to infection hag 
an important effect on the number of “recently infected” 
individuals. 

The question of whether one should concentrate on breeding 
and feeding cattle with “sound bodies and perfect mucous 
membranes” in order to eliminate tuberculosis was being dis- 
cussed in 1901 when McFadyean’® wrote: “The man whose 
sense of proportion is not hopelessly defective will attach only 
minor importance to such considerations, and will concentrate 
his efforts against the one great cause of the disease—the opera- 
tion of contagion. When that has been successfully grappled 
with predisposition becomes of no account. . . .” Subsequent 
events have proved him to be correct. 

It is, of course, true that it is much more difficult to contro} 
tuberculosis in man than cattle, but Myers® and his colleagues 
have created areas in which no child of primary-school age 
reacts to tuberculin, and on the island of Bornholm Olsen‘ has 
reported that communities have been made free from infection 
with tubercle bacilli. Both these workers have consistently 
emphasized the importance of treating tuberculosis as ag 
infectious disease and concentrating special efforts on the 
prevention of spread.—I am, etc., 

Bramhall, Cheshire. JOHN FRANCIS. 
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Fibrocystic Disease of the Pancreas 


Sir,—After reading Dr. W. J. Matheson’s interesting article 
(July 23, p. 206) I am prompted to give a short account of 
a case of fibrocystic disease of the pancreas in an infant 
which I was fortunate enough to diagnose during life. 


The patient, a female infant 8 weeks of age, was a first-born child; 
delivery was normal but the birth was said to be 5 weeks premature, 
Her birth weight was 5 Ib. 8 oz. (2.5 kg.). Since birth she had failed 
to gain weight and was stated to have had continuous diarrhoea 
and occasional vomiting. She had been given several different pro 
prietary foods, none of which had been continued for very Jong. On 
examination she was a marasmic infant weighing 5 Ib. 2 oz. (2.3 kg). 
She had signs of bronchitis; her stools were yellow, loose, copious, 
and both offensive and frequent. She vomited occasionally, but 
apart from this took her feeds well and appeared always hungry. In 
spite of correction of her feeds she did not gain weight and remained 
marasmic. The Wassermann reaction was. negative, and bacterio 
logical examination of ‘stools, and chest radiographs, etc., did not 
reveal any abnormality. Blood count showed definite anaemia: 
haemoglobin 67%, R.B.C.s 3,250,000. 
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In view of these negative findings—accompanied by the following 
four facts: (1) continued failure to gain weight in spite of an adequate 
rie intake; (2) persistent, loose, bulky, offensive, and frequent 
motions; (3) feeds eagerly taken by the infant; (4) severe bronchitis 
not responding to chemotherapy—a tentative diagnosis of fibrocystic 
disease of the pancreas was made. However, before further investi- 
ions could be carried out the child developed bronchopneumonia 
and died. Necropsy revealed a well-marked bilateral broncho- 
umonia and some fatty degeneration of the liver. Histological 
examination of the pancreas showed typical fibrocystic disease. 


I agree with Dr. Matheson that this condition is probably 
more common than one would be led to believe by published 
reports, and I feel with him that this diagnosis should be 
considered when infants presenting the above four criteria are 
encountered.—I am, etc., 


Stoke-on-Trent. -JAMES HINGSTON. 


Essential Hypertension in Pregnancy ; 


Sin,—The report (July 16, p. 148) of my statement at a 
discussion on this subject at the twelfth British Congress of 
Obstetrics and Gynaecology is so brief that I should be grateful 
if you would kindly allow me to amplify it. My main thesis 
was that functional vascular spasm due to sympathetic over- 
activity was the primary factor in the early stages of hyper- 
tension, that it resulted locally in renal cortical ischaemia, 
and that a humoral substance or substances produced within 
the kidney in consequence of the anoxia or hypoxia passed 
into the general circulation to produce effects throughout the 
body as a whole. 

My belief in the occurrence of such nervously intermediated 
functional vascular spasm within the kidney is strengthened 
by the evidence provided by Solymoss (Lancet, 1949, 1, 957) and 
also by the results obtained by Dr. Robert A. Hingson, of 
Johns Hopkins Hospital, in his treatment of eclamptic patients 
by means of controlled spinal analgesia. Dr. Hingson has 
recently lectured in Oxford and London on his technique and 
the effects of its application in such cases, and the gist of his 
findings is that the interruption of reflex nervous pathways at 
the renal spinal level can in a vast majority of cases produce 
rapid relief from the gross symptoms and signs (including 
oliguria and anuria) of eclampsia.—I am, etc., 

London, W.1. JOHN SOPHIAN. 


Reactions to Intravenous Sclerotics 


Sir,—In the last quarter of 1948 you published a short series 
of letters under the above heading. I should like to report 
a further case of acute allergic reaction following the use of 
“ethamolin,” and to pose one or two queries therefrom. 


The patient, a woman of 58, with bilateral gross varices, was 
subjected to juxtafemoral ligation and resection of the left internal 
saphenous vein, together with retrograde injection of 10 ml. P2G 
(2% phenol in glycerin), in January of this year. Following this she 
attended on ten occasions, at weekly intervals, for injections of 
ethamolin, receiving a total of 37 ml. (averaging 4 ml. per visit). On 
the first occasion she received the customary 0.5-ml. test dose, to 
which she showed no reaction. The visits were uneventful, except that 
at the fifth she fainted, but recovered immediately. 

In April a similar operative procedure was performed on the right 
leg, and following this she attended on three occasions for injection 
of ethamolin into the remaining varices, receiving a total of 8.5 ml. 
At the fourth visit she received 4 ml. (three injections of 1.5, 1.5, 
and 1 ml. respectively) and left for home shortly afterwards. About 
ten minutes later, while approaching her house, the skin of her back 
and shoulders began to itch, and her breathing, she noticed, was 
becoming “‘ wheezy.” She returned to the clinic, where I saw her 
twenty minutes after the injection. 

On examination, she was faintly cyanosed and was clearly suffering 
from a mild attack of asthma. There were patches of urticarial 


erythema and weals all over her body, being most marked over the. 


left upper arm. There was no reaction at the site of the recent 
injections. A total of 10 minims (0.6 ml.) of 1:1,000 adrenaline was 
administered. The itching ceased within five minutes, and the skin 
reaction had disappeared within half an hour. On questioning, she 
stated that she usually suffered from asthma in the winter months, 
but not in the summer unless she had a cold. She added that a cold 
had been “ coming’ on” for the past two days. She had never 
experienced a similar skin reaction before. She returned home and 


continued her normal work,’ When seen one week later she stated . 
that she had remained well, with no recurrence of her skin reaction. 
She was still a little wheezy, however. 


Perhaps the most important lesson to be learnt is that even 
ethamolin can seemingly give rise to a generalized systemic 
allergic reaction. Patients should wait a little while before 
returning home, and adrenaline should always be to hand. 
The obvious conclusion to be drawn is that the patient has 
been slowly sensitized to ethamolin during the past six months, 
but I must confess to being not entirely convinced by this 
thesis. While it would be an extremely bold man who would 
administer a further dose of ethamolin to this patient (a man, 
I hasten to add, far bolder than I), could it not be that the 
patient was in a “ trigger” state, and that an injection of saline 
at that particular time might have produced a similar allergic 
reaction? How are we going to explain the case reported by 
Dr. C. E. Taylor (Sept. 18, 1948, p. 573) in which, following 
an allergic reaction to sodium morrhuate, the substitution of 
sodium salicylate produced an exactly similar result? What 
reason can be advanced for the fact that allergic reactions are 
occasionally reported following a test dose of 0.5 ml. of a 
sclerotic never before administered to the patient ? 

It would help if we could learn of any case where a sclerotic 
which had previously given rise to a reaction had inadvertently 
been administered on a further occasion, and with what result. 
Perhaps your correspondence columns, Sir, may help to provide 
the answer.—I am, etc., 


London, E.8. S. M. RIVLIN. 


Sir William Osler Centenary 


Sir,—The memory of “the greatest physician of all time” 
was fittingly honoured by the Osler Club celebrations at the 
Royal College of Surgeons on July 12, followed by the pilgrim- 
age to Oxford on July 16 (concluding with the visit to the 
famous almshouse and church at Ewelme). It is, perhaps, not 
generally known that the Osler exhibition at the Radcliffe 
Camera in Oxford will be open to the public for some months. 
One wishes that it could be visited by every doctor (including 
those overseas) who is on the Medical Register. A trip to that 
beautiful “city of dreaming spires” is always a delight, and, 
to a medical man, the added inspiration from visiting the Osler 
exhibition will be more than worth the expenditure of time and 
effort. 

How many doctors realize that Osler’s world-famous text- 
book, The Principles and Practice of Medicine, has appeared 
in a Chinese edition? Or that during his lifetime Osler had 
the following qualifications and distinctions conferred upon 
him: LL.D. (Aberdeen, Edinburgh, Liverpool, Leeds, Yale, 
Harvard, McGill, Toronto, Johns Hopkins); F.R.C.P.London, 
1883; M. 1878; L. 1873; M.D.McGill, 1872; M.D.Oxon., 
1905 ; M.D.(Hon.) Oslo ; Sc.D.(Cantab.) ; D.Sc.(Hon.) (McGill, « 
London, Leeds, Berlin, Vienna, Trinity College, Dublin); 
D.C.L.(Durham) ; F.R.S., etc.? In addition to which he was, 
among other things, president of the Bibliographical Society 
and, later, president of the Classical Association. His publica- 
tions numbered over 1,500. Certainly an astonishing record. 

Recently the French have made a film of Laennec, the origi- 
nator of the stethoscope. Is it too much to hope that the 
English-speaking world will make a film of the life of “ The 
Great Physician ” ?—I am, etc., 


London, W.S. L. CARLYLE LYON. 


Histamine Headache 


Sir,—The report on the treatment of histamine headache 
by Dr. M. Eszenyi-Halasy (June 25, p. 1121) was both instruc- 
tive and timely. Should it arouse the profession from a some- 
what lethargic attitude towards such ailments it will certainly 
have served a useful purpose. 

For some reason both general practitioners and specialists 
seem to fight shy of making a serious attempt to treat sufferers 
from. “migrainous” headaches, be these associated with 
menstruation or allergy, or inducible by histamine. To tell a 
patient to “ go to bed with an aspirin” is as much a confession 
of failure on the part of the physician as it is useless to the 
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patient, who may be incapacitated for as long as three days 
every two or three weeks. Ergotamine tartrate, though useful 
in some cases, requires to be injected at the very start of the 
headache, a procedure often quite impossible. 

Dr. Eszenyi-Halasy has shown that histamine headaches can 
be cured in a significant percentage of cases by giving increasing 
doses of histamine by injection, thus producing a tissue toler- 
ance. I have had comparably good results in cases which 
give a positive intradermal histamine reaction by the oral 
administration of gradually increasing doses of “ prostigmin” 
bromide as advocated by Pelner and Aibel.' This is a simple 
procedure and has the added advantage of not inducing head- 
ache or requiring injection. 

So far as true migraine is concerned, it seems a pity that, 
as one person in five hundred is a sufferer, greater use is not 
made of the anterior-pituitary-like hormone** or even, in 
obstinate cases, urea. I have personally treated over 150 cases 
in the past six years, and relief from this crippling complaint has 
been achieved in over 50% of patients. 

Surely it is time more consideration was given by the profes- 
sion to therapies which can alleviate one of the commoner, 
even though not lethal, complaints suffered by mankind.—I 
am, etc., 

London, W.1. NeEvit LEYTON. 
REFERENCES 


1J. Lab. clin. Med., 1942, 27, 1546. 

2 Moffat, W. M., J. Amer. med. Ass., 1937, 108, 612. 
3 Leyton, N., Lancet, 1942, 1, 488, and Med. Pr., 1944, 211, 302. 
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Treatment of Rheumatism with Cortisone 


Sin,—The paper by Hench and his colleagues’ on the benefi- 
cial therapeutic effect of 17-hydroxy-11-dehydrocorticosterone 
(Kendall’s compound E) and of adrenocorticotropin (ACTH) 
in rheumatoid arthritis was undoubtedly of remarkable signifi- 
cance. In a recent paper cases of rheumatic fever are also 
presented.* The practical significance of the advantages men- 
tioned in this second report—the rapid improvement in the 
anaemia, the atrioventricular interval, and the sedimentation 
rate—seems to be not of the highest importance. The cardiac 
involvement was unaltered in all cases. There is no definite 
practical advantage over bed-rest with salicylate therapy. 

Before these compounds come into wide use it is as well 
to note communications of Ingle’ and Conn and his col- 
leagues. According to them, both of the compounds are 
capable of producing at least a diabetes-like picture in animals 
and in human beings. In Hench’s cases the doses were large, 
and the duration of the treatment is long; this merits some 
attention.—I am, etc., 

Szeged, Hungary. E. KELEMEN. 
REFERENCES 


1 Proc. Mayo Clin., 1949, 24, 181. 

2 Ibid., 1949, 24, 277. 

3 Recent Progress in Hormone Research, 1948, New York. 
4 J. Lab. clin. Med., 1948, 33, 651, and 1949, 34, 255. 


POINTS FROM LETTERS 


Length of Gestation Period 

Dr. Dora J. ApaMs Ciark (Spennymoor, Co. Durham) writes: In 
connexion with the case reported under the heading “‘ A Still Longer 
Gestation Period” (July 16, p. 181), I have seen to-day a woman 
in late pregnancy whose last period finished on August 2, 1948. 
Thus she might be 351 days pregnant. 


Sunburn Treated by Antihistamine Drug 

Dr. DonnELL Deeny (Lurgan, Co. Armagh) writes: On a recent 
holiday in the South of France my wife and I suffered a mild attack 
of sunstroke, with headache, elevation of temperature, reddening 
of the skin, and great discomfort. Since the liberation in the tissues 
of histamine causes vascular dilatation and oedema, it seemed reason- 
able to give an antihistaminic drug (“‘ antistine ’’), 30 mg. four times 
daily, We found considerable relief from local irritation. The skin 
lesions did not proceed to oedema and desquamation so fast or so 
severely as in other members of our party who did not take the 
tablets, although the period of exposure to the sun was the same. 
The sedative effect of the drug was also of help in this painful 
condition. 








Obituary 


LAWRENCE JONES, MLS., F.R.C.S. 


Mr. Lawrence Jones died on July 11 at the age of 71. He 
received his medical education at St. George’s Hospital 
and qualified with the Conjoint Diploma in 1900. He took 
the London degree of M.B. in 1901 and the B.S. with first. 
class honours, as well as the F.R.C.S., the following year, 
While serving as surgical registrar at St. George’s he took 
the M.S. in 1904. : 

His seniors formed a high opinion of his capabilities ; 
he was soon appointed assistant surgeon to the hospital, 
and lecturer in operative surgery both at the medical school 
and at the London School of Clinical Medicine. His 
ability, allied to a singular modesty and charm of manner, 
had marked him out for success as a consulting surgeon 
in London, when he was attacked by a very serious illness 
which necessitated major surgical treatment. He made a 
satisfactory recovery, but was advised that the strain of 
consultant practice in London entailed a risk which he 
ought not to run. He therefore gave up his hospital post 
and accepted ‘an appointment as chief examining surgeon 
to the Great Central Railway Company. Here he was able 
to use his talents to the great advantage of the company’s 
employees for many years until his final retirement a few 
years ago. He was unmarried. 





Dr. Frank Coleman writes: As a colleague and friend of 
NoRMAN GRELLIER, I should like to express my appreciation of 
his sterling qualities and integrity of character. I knew the 
Grelliers—Norman and Bernard—whilst they served on the staff 
of the Royal Dental Hospital for four or five years after the 
first world war: Apart from Norman Grellier’s many interests 
and distinctions recorded in the obituary notice (June 18, 
p. 1099), the twin brothers had much in common both in work 
and play. Flying was one of their mutual accomplishments. 
Norman and Bernard joined the Cinque Ports Flying Club at 
Lympne in October, 1933, and early in the following year both 
took their ““A” licences. Norman and his brother had a 
theoretical and practical knowledge of mechanics which no 
doubt contributed to their rapid progress and efficiency in aero- 
nautics. From then onwards they joined several flying-clubs in 
Kent and Sussex and regarded flying as their week-end pastime, 
although this included aerobatics and other forms of stunt flying. 
After the last war they became active members of a gliding-club. 
It was on the evening of Sunday, April 19, 1936, that these 
brothers had their only accident. Norman was piloting a Gipsy 
Moth and Bernard was a passenger, when the aircraft stalled at 
a height of 100 feet and crashed in a field at the top of Hythe 
Hill, just off the roadway. Both were seriously injured, but on 
recovery they were back at Lympne and resumed their flying. 
Incidentally, this accident enabled many of us to distinguish the 
brothers, as one had been trephined for a fractured skull and the 
scar of the operation showed. Norman was medical officer to 
a Grenadier Guards battalion from 1915 until the end of the 
war, and remained with them for a time at Cologne after the 
armistice. His brother Bernard served for a similar period as 
medical officer to a battalion of the Royal Welch Fusiliers. 
Both were awarded the Military Cross, Norman at Passchen- 
daele and Bernard in the Ypres Sector. The ashes of Norman, 
carried in a casket, were scattered over the South Downs ina 
plane piloted by his brother. 


Dr. Guy THORNTON Birks died at his home in Bedford on 
June 25 at the age of 71. He was educated at Harrow and 
King’s College, Cambridge, where he took honours in the 
Natural Science Tripos, and later the degree of M.B., B:Ch., 
receiving his clinical education at St. Thomas’s Hospital. After 
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holding house appointments there Dr. Birks went to practise in 
Bedford in 1906, joining the late Mr. W. Gifford Nash. For 
30 years he was on the staff of the Bedford County Hospital as 
honorary physician, and was an energetic and popular honorary 
secretary to the local Bedford Medical Society for 15 years. 
He served in the R.A.M.C. in Palestine during the war of /1914- 
18. To the regret of his colleagues and patients. ill-health 
enforced a too early retirement a few years before his death. 
Dr. Birks was a good diagnostician and clinician, a wise and 
kindly adviser, and a loyal colleague, well liked in both lay 
and professional circles. He was a fine example of the type 
of medical adviser now unfortunately fast disappearing.— 


H. D. P. 


Dr. A. FLETCHER-JONES died suddenly on July 11 at Chester, 
while on holiday from his home in Alderney, at the age of 75. 
He qualified with the L.R.C.P.&S. at Edinburgh in 1897, 
and shortly afterwards took up an appointment in North China 
as a medical missionary. His life in China was full of 
adventure. Soon after his marriage he and his wife were 
driven from their home by the Boxer rebels, and this fate 
befell them again during the 1911 revolution. For his work 
in connexion with a plague epidemic the Chinese Government 
conferred upon him the Order of the Excellent Crop. In 
1921 he retired from his missionary work and settled in practice 
in Alderney, where he held many public appointments. When 
Alderney was evacuated during the war he took up an appoint- 
ment as resident medical officer at the Southampton Isolation 
Hospital and Sanatorium. While Southampton was being 
subjected to heavy bombing he never considered his own 
personal safety, and tended the sick and wounded with that 
care and friendliness which endeared him to patients and staff 
alike. On the liberation of Alderney he returned and re- 
established his practice, overcoming great difficulties. He leaves 
a widow, a married daughter, and four sons, one of whom 
is a member of the medical profession. 








Medico- Legal 








PREGNANCY OF 360 DAYS 


The Court of Appeal gave judgment on July 22 on the case 
of a baby stated to have been born after a pregnancy of 360 
days. By a majority, Lord Justice Denning dissenting, the 
Court directed a new trial, and gave leave to both sides to 
appeal to the House of Lords. The husband’s evidence was 
that he had been serving in Germany, had had home leave 
from Aug. 7 to 17, 1945, and had been demobilized on Feb. 9, 
1946.2, He had had no access to his wife between those 
dates, but on Aug. 13, 1946, she had borne a child which 
weighed 84 Ib. and was apparently normal in every way. 
Lord Justice Bucknill, with Lord Justice Asquith concurring, 
said that the question was whether it was contrary to the laws 
of nature that the child, if conceived not later than August, 
1945, could be born a normal healthy child 360 days later 
without any forcing or prolonged labour. The husband had 
applied for leave to call further evidence. It was proper 
that he should have an opportunity of calling it. 
’ Lord Justice Denning, dissenting, said that a Judge did not 
require evidence to prove that in the ordinary course nine 
months elapsed between the conception and birth of a child. 
He might take judicial notice of the fact that there might 
be a margin of a week or two on either side without noticeable 
effect on the child, but that if the margin became a couple 
of months either way the result would be apparent on the 
body of the child. He said that he would have been for 
allowing the appeal and granting a decree nisi. 





1 The Times, July 23. 
2 British Medical Journal, July 16. 








Under an order made by the Treasury, scientific instrument 
cases have been exempted from purchase tax. 


Medical Notes in Parliament 








NURSES (SCOTLAND) BILL 


On July 20 the House of Lords went into Committee on the 
Nurses (Scotland) Bill. Clauses 1 to 6 were agreed to. On 
Clause 7 (the Mental Nurses Committee) Lord Morrison moved 
amendments which he explained were drafting ones. He further 
explained that the great bulk of the amendments to be:-moved 
were drafting or consequential or dealt with minor points on 
which there was no difference of opinion. The amendments 
were accepted and Clause 7 as amended was passed. Amend- 
ments were also made in Clause 8 (Registration of Nurses 
Trained Abroad), and the amended Clause was accepted. On 
Clause 9 (Closing of Part of the Register) Lord Morrison moved 
an amendment which debarred the General Nursing Council 
from asking for the closure of the principal supplementary 
parts of the Register unless it was satisfied that other means 
existed enabling the public to identify nurses with special train- 
ing. He said that what would happen in practice was that 
when the Supplementary Registers were closed the Council 
would attach an appropriate distinguishing mark in the main 
Register to the names of nurses who had undergone particular 
forms of training. The amendment corresponded to one made 
in the English Bill, and it was desirable to have similar pro- 
visions because of the statutory reciprocity between the Scottish 
and English Registers. 

Lord CLYDESMUIR said the amendment was desirable, and 
the slight difference in drafting from the English version had 
been made because in Scotland nurses for mental defectives 
were entered in a separate supplementary part of the Register. 

The House agreed to the amendment and Clause 9 as amended 
was carried. Small amendments were made in Clause 10 (Pro- 
visions Relating to the Approval of Training Institutions). 
Clause 10 was then agreed to as amended and Clauses 11 to 14 
were approved. A drafting amendment was made in Clause 15 
and this Clause, with Clauses 16 to 18, was agreed. On Clause 19 
(Interpretation) Lord MORRISON moved an amendment making 
clear that references in the Bill to supplementary parts of the 
Register included references to parts which had been set up 
by rules made in pursuance of the Act of 1919. He said the 
only statutory supplementary parts were the parts for male 
nurses, for mental nurses, and for sick children nurses. The 
parts for nurses for mental defectives and for fever nurses had 
beeh set up by rules. The House accepted the amendment 
and agreed to Clause 19 as amended. Clause 20 was approved. 
On the first schedule Lord CLYDESMUIR moved to leave out 
paragraph 3 and to insert: 

3. The members of the Council appointed by the Secretary of 
State shall include— 

(a) two registered nurses employed in services provided under 
Part III of the National Health Service (Scotland) Act, 1947, 
appointed by him after consultation with such persons and bodies 
as he thinks fit, being persons and bodies having special knowledge 
and experience of the work of nurses so employed ; 

(b) registered medical practitioners, appointed by him after con- 
sultation with such organizations representative of the medical 
profession as he thinks fit ; 

(c) persons with experience in hospital management, appointed by 
him after consultation with such persons and bodies having 
experience in hospital management as_he thinks fit ; and 

(d) persons with experience in local government, appointed by 
him after consultation with such local health authorities, or such 
organizations representative of local health authorities, as he thinks 
fit. 


He said the amendment was the result of an agreement with 
the Government. It was to give more precise direction about © 
the type of person to be appointed by the Secretary of State 
to the General Nursing Council. It would secure that nurses 
employed by voluntary bodies under contract with local 
authorities would not be debarred from appointment. It also 
directed that medical practitioners should be included in the 
composition of the Council, and it named persons with 
experience of hospital management and also persons with 
experience in local government. This would meet the 
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representations of bodies which had proposals for improving the 
Bill in this respect. Typhoid in Kenya 
Lord Morrison accepted the amendment and the House Mr. LONGDEN asked on July 19 for information on the typhoid 


agreed to it. A further amendment was made and the first epidemic in the British Army camp at McKinnon R 
schedule as amended was approved. On the second schedule Mombasa, Kenya. oad, 
(Regional Nurses Training Committee) drafting amendments Mr. SHINWELL said he had received a full report on th; 
were made on the motion of Lord Morrison. An amendment unfortunate outbreak. A total of 88 cases of typhoid Ge 
moved by Lord Po_warTH dealing with the qualifications of enteric group fevers had been reported up to July 8, of <n : 
auditors was withdrawn. The schedule as amended was agreed 34 were British and 54 African. In addition to the dest 
to. The third schedule (the Mental Nurses Committee) was two British soldiers four African soldiers had died. The = 
amended to make it clear that persons appointed to fill casual break originated among the African troops, but the Pr 
vacancies must have the qualifications which would have been infection could not be definitely stated. The water supply nn 
required had they been elected or appointed in the ordinary been thoroughly investigated, and it seemed most unlikely tha 
way. This schedule and the third schedule were then approved _it was the cause. Everything possible had been done to ensu . 
and the Bill was read a third time. that the hygiene of the area was fully up to standard and “4 
ensure that all troops and civilian employees were protected by 
inoculation. A good number of civilians in the area hen 
Distribution of Doctors also been inoculated. The outbreak was now under control, 
On July 21 Mr. PLatts-Mits reported that in the Borough seg oe possibility of further cases occurring could not 
of Finsbury there was only one doctor to every 3,678 of the : 
population, compared with one for each 2,935 in Islington, Tuberculosis in the Colonies 


and 2,429 in Holborn. 

Mr. BEVAN said redistribution of the: available supply of When the Colonial Estimates were debated on July 29 
doctors in accordance with the best interests of the public Mr. ANTHONY GREENWOOD complained that the Colonial Office 
must be done gradually. The method of remuneration under Report on Development and Welfare made only four-references 
the National Health Service, coupled with the powers of the to tuberculosis in the Colonies. There was little doubt about 

the high incidence of tuberculosis and the high death rate from 


Medical Practices Committee to close over-doctored areas to 
In Lagos the mortality rate was 128 per 100.000. The 


new entrants, should be sufficient to bring about the desired it. 
Director of Medical Services for Kenya reported that the posi- 


result. 
‘ . tion in respect of tuberculosis gave rise to anxiety, and that 
Hospital Administration there appeared to be no doubt of its increasing spread. In | 
Mr. Donner on July 21 asked Mr. Bevan if he knew that the Tanganyika the tuberculosis mortality rate had doubled in six , 
Basingstoke hospital service was now responsible to the Win- years. Small dispensaries, mobile units, and trained staffs were 
chester Group, which was responsible to the Region, which in most needed. 
i turn was responsible to the South-Western Board ; that expenses Dr. HapeN Guest said visits to West Africa by consultants 
of operation had been increased by this system as well as by the jn obstetrics, tuberculosis, and social and preventive medicine 
) 








appointment of officials, and that delays due to this centralized had been of great value, but up to the present sufficient doctors 

control marred the efficiency of the service; and whether he had not been obtained for the Colonies. Doctors did not to-day 

would simplify control. 5 exist in the required numbers. There was a shortage of general 
Mr. Bevan said if Mr. Donner sent evidence of delays and practitioners alike in the United Kingdom and in the Colonies, 
increased expense he would investigate it, but he was not The medical schools set up in East Africa, West Africa, the 
i prepared to consider unsubstantiated statements. : West Indies, Singapore, and Hong Kong would not supply any 
Mr. Donner said the chairman of the hospital committee had large number of medical officers for eight to ten years. If the 
resigned. ; Colonies competed in this country for specialists and general 

Mr. Bevan said there were 10,000 to 11,000 voluntary workers  quty doctors it would be an error. It would be better to treat 

i in the hospital system, but this was the first resignation which the Colonial Medical Service as a branch of the National Health 
fi the Ministry had received. Mr. Bevan added that the regional Service in this country. Doctors could be sent to the Colonies 
4 hospital board was considering the provision of a new hospital for six months or.3 year. When they réturned, other doctors 
ti in Basingstoke, but progress must depend on its urgency com- from the National Health Service in this country would take 
i pared with other calls on the available money and building their places. That might also be required in other spheres out- 
' resources. A new x-ray set would be delivered to Basingstoke side the United Kingdom where doctors were difficult to get. 
¥ hospital shortly. There would not be in the next 50 years the proportion of 
doctors to population which there was in this country. Dr. Guest 
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i Attendance at Maternity Clinics thought the system would have to be adopted of employing 
i On July 21 Mr. LaNGrorp-Hott inquired to what extent medical auxiliaries who could carry out medical preventive work le 
regulations made under the National Health Service Act made it under medical direction without themselves being qualified. 
compulsory for expectant mothers to go to a maternity Clinic. Mr. CreecH Jones in his opening remarks had said that ul 
the Colonial Service had vacancies for 163 doctors, but V 


| 
Mr. BEVAN replied that he had made no regulations which 
Mr. Rees WILuiAMS in replying to the debate did not touch 


t made it compulsory for expectant mothers to attend clinics. 


i He hoped, however, that they would realize that it was much on medical questions. e 

in their interest to do so. C 

: Grading of Venereologists . 

h) Televised Operations Sir ERNEST GRAHAM-LITTLE asked Mr. Bevan whether, as by 

Mr. JANNER asked Mr. Bevan whether he was aware that for reason of the down-grading of venereologists, the total of . 
the first time in medical history delegates to the International accredited specialists would be reduced to a number wholly 01 

y) Gynaecological Congress saw televised operations; and what insufficient to deal with the increasingly anxious problem of 

;| precautions were taken to ensure that the patients or their venereal disease, he would review the position. sf 

relatives gave their full consent. Mr. Bevan replied on July 22 that boards were reviewing w 

i Mr. BEvaN replied on July 21 that an operation was televised their medical establishments in the light of the needs of the he 


by land line to a lecture theatre in the medical school to which _ service. He added that it would not be proper for the grading 


{ delegates from the Congress were invited. It was therefore a of existing individuals to be influenced by considerations of a 

i purely private occasion, and the operation was not “broad- staffing requirements. He was making inquiries about dis- Li 
# cast.” .This method avoided all the difficulties and possible satisfaction among whole-time venereologists in the Liver- 

dangers to the patient of the alternative normally used—i.e., to pool area who found themselves relegated to the category of wu 

a 


have groups of spectators in the operating theatre itself. senior hospital medical officers. 
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Kenny Treatment 


Mr. Viant asked Mr. Bevan, “in view of the failure of 
medical science to discover a cure for poliomyelitis,” to give 
an assurance that steps had been taken to provide the Kenny 
treatment to sufferers from this disease. 

Mr. BevaN replied on July 22 that this method of treatment 
was well known to specialists in the disease in this and other 
countries. The use of it in individual cases was a matter of 
medical discretion. It had not been shown that it would be 
jastifiable to adopt it to the exclusion of other methods used 
in current medical practice which were no less valuable. 


Infectious-disease Certificates 


On July 25 Sir ERNEST GRAHAM-LITTLE drew attention to the 
fact that persons certified by a general practitioner as being 
unfit for work as a result of being carriers or contacts with one 
of the more serious infectious diseases were refused sickness 
benefit, as only a certificate issued by a medical officer of health 
was accepted. He said this was much resented by general 
practitioners. 

Mr. STEELE replied that this provision had been introduced 
into the National Insurance (Unemployment and Sickness 
Benefit) Regulations to give effect to a specific recommenda- 
tion by the National Insurance Advisory Committee. He had 
no reason to think it was not working satisfactorily. 


Prescribing by Service M.O.s 


Mr. NIALL MACPHERSON asked on July 27 why Service doctors 
at stations in Great Britain and Northern Ireland were not 
allowed to prescribe for wives and families of Service personnel 
registered with them on National Health Service forms, so that 
their patients could obtain necessary medicines from local 
chemists free of charge instead of having to buy them when 
they were not available at the station dispensary. Mr. Mac- 
pherson suggested that Service doctors at stations in Great 
Britain and Northern Ireland should be registered as medical 
practitioners with the appropriate executive council in respect 
of such patients. 

Mr. A. V. ALEXANDER replied that participation of Service 
medical officers in the National Health Service would not be 
feasible, since the resulting division of responsibility would be 
bound to give rise both to administrative and disciplinary diffi- 
culties. They could not, therefore, issue prescriptions on 
National Health Service forms. There was. however, no reason 
why dependants of Servicemen should have to pay for medicines 
prescribed by Service doctors, since the Service Departments 
themselves met the cost if such medicines could not be supplied 
by a Service dispensary. , 


X-ray Films.—Mr. Bevan states that there is a general shortage of 
x-ray films. He has had to ask hospitals to economize in their use. 


Contraceptives—Mr. CHUTER Epe can hold cut no prospect of 
legislation to prevent the sale of contraceptives from slot machines. 


Hospital Transfer—Mr. Bevan has informed the Boards concerned 
that he is unable to agree to the proposed transfer of the South- 
Western Hospital, Landor Road, § W.9, to St. Thomas’s Hospital. 


Closed Areas.—In general Mr. Bevan will not give permission to 
exceed the normal maximum in any area where the Medical onto 
Committee considers that the number of doctors is adequate, Where 
a doctor has an assistant he is able to have a larger list. 


Confinement in Hospital—Mr. BEvaN said on July 14 that hospitals 
and local authorities were being encouraged to give priority for 
hospital confinement to those who needed it for medical reasons 
or because home circumstances are unsatisfactory. 


Spectacles —Mr. Bevan said on July 14 that the total demand for 
spectacles in the United Kingdom in the first six months of 1949 
was estimated at 5,000,000 pairs. Production during the same period 
had been about 3,700,000 pairs and continued to expard rapidly. 


Children Electrocuted.—Twenty-three children have veen electro- 
cuted in 1948 on live rails, other than those belonging to the 
London Transport Executive, 11 bejng killed and 12 injured. 

Meilical Films—Mr. Bevan has arranged for the acquisition of 
suitable films as they become available, with the object of building up 
a special medical and nursing section of the Central Film Library. 


Duck-egg Poisoning—Asked about recent “incidents of food- 
poisoning which had been traced to consumption of duck eggs, Mr. 
BEVAN said it was safest to bake or fry these eggs, or to boil them for 
at least ten minutes. They should not be preserved in water-glass 
or eaten uncooked. 


Rheumatism Clinics —In Wales one clinic in charge of a senior 
hospital medical officer deals exclusively with rheumatism. In 
addition, treatment is given in the special departments of 23 hospitals 
and by arrangement at four spas. 


Foot-and-mouth Disease——In co-operation with the French 
authorities the Ministry of Food has arranged that livestock exported 
to Britain shall be drawn only from areas which are believed to be 
free from foot-and-mouth disease and kept segregated from other 
animals to minimize any risk of importing infected meat. 


Records of Vaccinations——There is no statutory requirement for 
doctors performing vaccinations against smallpox to report them to 
their local medical officers of health or executive committees, but 
there are arrangements for doctors taking part in the vaccination 
service of local health authorities to supply them with records. These 
authorities make returns accordingly to the Ministry of Health. 


Tuberculosis Waiting-list —About 960 cases are on the waiting-list 
in South Wales and Monmouthshire of persons suffering from tuber- 
culosis who have been certified as needing institutional treatment. 
Mr. BLENKINSOP states that the reason for the length of the wait is 
lack of staff, which Mr. Bevan is doing all he can to remedy. 
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Universities and Colleges 








UNIVERSITY OF EDINBURGH 


At a Graduation Ceremonial on July 20 the following medical degrees 
were conferred: 

M.D.—E. G. Barnes, *A. E. Claireaux, J. W. Fraser, 7*A, D. 
Gillanders, D. Gilmour, J. S. Grant, ‘B. Isaacson, *Marjory A. 
Keith, C. K. McDonald, W. A. L. MacFadyen, C. Mackie, ‘A. B. 
Monro, M. Niazi, A. W. Williams, 7J. H. Young. 

C.M.—'A. W. Wilkinson. 

Ph.D.—In the Faculty of Medicine: M. M. A. Aal, B.M., B.Ch., 
Barbara E. Clayton, M.B., Ch.B., Helen N. Duke, M.B., Ch.B., 
J. A. Loraine, M.B., Ch.B., ‘H. C. W. Stringer, M.B., Ch.B. 

M.B., Ch.B.—Mary H. Aitken, J. A. D. Anderson, O. Archer, 
5P. G. Aungle, N. E. Awunor-Renner, J. S. Barrett, J. A. Beattie, 
M. H. Beaubrun, B. Bendkowski, J. S. Berkeley, L. H. Berman, 
W. F. Blair, Dorothy S. Bleakley (née Macdonald), Halina Bobinska, 
D. H. A. Boyd, J. D. D. Brown, J. H. Brown, J. B. Brown, T. A. 
Brown, I. A. Cameron, I. H. Cameron, Margaret M. Cameron, 
J. H. Campbell, M. A. Campbell, A. J. M. Carlin, Marion L. Clark 
(née Robertson), Matilda J. Clerk, W. P. Cockshott, N. Conley, 
J. Cook, ‘W. F. Coulson, Isobel B. Craighead, W. A. Cranston, 
Janet S. Darling, R. D. McC. Davie, A. R. Dawson, K. S. Deas, 
Catriona M. Dempster, Pamela M. Dodson, Alice B. Doherty (née 
Ritchie), Eleanor J. Durrand, Frances M, Falconer, Helen L. A. P. 
Fermie, Mary C. R. Fisher, H. M. Flett, Mary L. Fraser, J. A. G. 
Graham, P. W. Grant, G. H. Hardie, E. R. Harris, Muriel G. 
Hartley, Susan E. Herdman, J. A. Hislop, Sheila S. Hume, 
R. S. M. D. Inch, T. T. S. Ingram, J. J. lronside, Ailine M. W. 
James, D. A. Johnson, I. M. Johnstone, L. Kaufman, Margaret 
Kennedy, I. H. Kidd, *R. Kilpatrick, J. D. E. Knox, A. Koch, 
J. A. Krawiecki, K. Krnjevitch, Janet M. Lamont, J. A. H. Lee, 
Anne P. Lerpiniére, Isabel J. Lim, J. A: Liver, M. D. W. Low, 
Elizabeth Y. McDonald, M. S. Macdonald, Beryl B. MacKenzie (née 
Grenfell), W. A. N. Mackie, Sheila L. McKinlay, I. F. MacLaren, 
‘Catherine M. U. Maclean, D. W. MacLean, Edith M. McLean, 
J. D. F. McLean, K. F. M. MacLennan, T. J. McNair, D. M. 
MacPhee, D. M. McSwan, F. Malcolm, ‘Annie B. Mann, Helen F. 
Martin (née Steele), G. H. Matheson, J. H. M. Miller, J. L. Miller, 
V. G. Milne, C. J. Morris-Mancor, Winifred A. Morton, Helen 
M. C. S. Mowat, Catherine R. Munnoch, J. H. Neill, J. E. Newsam, 
H. M. S. Noble, B. Nolan, S. E. N.-A. Otoo, J. A. Owen, Rosemary 
E. T. Philp, Hilary R. Pullon, Helen M. Roberts (née Rebalska), 
A. D. Robertson, Elizabeth MacK. Ross, Joan M. Russell, Helen H. 
Scott, H. G. Seed, R. L. Simpson, Krystyna M. Slawinska (née 
Andrzejowska), Lesley D. Smith, J. S. Stark, T. Stevens, Sheila M. 
Stewart, I. B. Sutherland, H. B. Torrance, Dorothy 1. Troup, 
Margaret A. Tubbs, G. McD. A. Turner, W. B. Vallance, I. R. ~ 
Verner, Pearl A. Walker, Edith J. Warner, Phoebe M. White, 
J. McA. Williams, C. W. M. Wilson, D. 1. T. Wilson, Janet W. 
Worling, Mary E. S. Wylie, G. Young, *R. Yule. 

B.Sc.—In the Department of Pure Science: **A. MacFarlane, 
M.B., Ch.B. ’ 








| 
| 


———— 


340 Aua. 6, 1949 


UNIVERSITIES AND COLLEGES 





BRITISH 
MEDICAL JOURNAL 





The following diplomas were awarded: 
D.P.H.—R. S. F. Adam, E. Akwei, ‘K. H. Black, Jean A. Gemmell, 
D. W. Horn, ‘J. A. Leitch, J. P. Sexton, L. Sheldoh, “J. L. Watson. 
D.L.H.—W. Bolliger, ‘W. H. Graham, A. K. Niyogi. 
D.T.M.&H.—Mary A. Ashton, M. Davey-Hayford, A. H. 
Dunnett, S. C. Ghosh, P. M. Kirkwood, S. A. Mannan, R. Park, 
J. M. U. Philip, S.-W. Wang. 
DrpLcoma IN MEDICAL RaDIODIAGNOSIS.—Agnes .M. Macgregor, 
J. Mackenzie, C. D. Preston, D. F. Ross. 
DIPLOMA IN MEDICAL RADIOTHERAPY.—J. D. Crowley, J. Milligan. 


The following scholarships, bursaries,’ prizes, etc., were awarded 
in the Faculty of Medicine. Cameron Prize in Practical Therapeutics, 
D. Bovet (Rome). Ettles Scholarship and Leslie Medal, P. G. Aungle 
and R. Kilpatrick (equal). Scottish Association for Medical Educa- 
tion of Women Prize, Buchanan Scholarship in Obstetrics and 
Gynaecology, Mouat Scholarship in the Practice of Physic, Dorothy 
Gilfillan Memorial Prize, Catherine M. U. Maclean. James Scott 
Scholarship in Obstetrics and Gynaecology, Annie B. Mann. Murchi- 
son Memorial Scholarship in Clinical Medicine, C. W. M. Wilson. 
Whaitt Research Scholarship, W. Tomaszewski. Gunning Victoria 
Jubilee Prize in Physiology, 1. F. Sommerville. Gunning Victoria 
Jubilee Prize in Pathology, G. M. Wilson. Beaney Prize in Anatomy 
and Surgery, R. Kilpatrick (proxime accessit, Margaret Kennedy). 
Keith Memorial Prize in Systematic Surgery and Lawson Gifford 
Prize in Obstetrics and Gynaecology, R. Kilpatrick. Singapore 
Medal, A. H. Banton. Annandale Medal in Clinical Surgery, 
Margaret Kennedy. Murdoch Brown Medal in Clinical Medicine, 
G. Young. Ellis Prize in Physiology, W. E. Balfour. Wightman 
Prize in Clinical Medicine, C. W. M. Wilson. Pattison Prize in 
Clinical Surgery, J. R. Brown. Stirton Bursary, D. N. S. Kerr. 
Colonel Thomas Biggam Memorial Medal and Prize in Pathology, 
B. C. Paton, Lewis Cameron Undergraduate Prize in Bacteriology, 
D.N. S. Kerr and D. McIntyre (equal). Maclagan Prize in Forensic 
Medicine, M. R. King. Wellcome Medal and Prize in the History of 
Medicine, S. Polsky. Cunningham Memorial Medal and Prize in 
Anatomy, W. D. Smith. Senior John Aitken Carlyle Bursary in 
Anatomy and Physiology, J. H. Tait. Whiteside Bruce Bursary, L. 
Gilbert. Jan Oswald Prizes in Anatomy, W. Harrison and J. K. 
Morrison. Robert Wilson Memorial Prize in Chemistry and Vans 
Dunlop Prize in Physics and Chemistry, P. H. Jaques. Vans Dunlop 
Prize in Botany and Zoology, W. C. Constable. MacGillivray Prize 
in Zoology, W. C. Constable (proxime accessit, Margaret C. 
Holderness). 


*Awarded medal for thesis. *Highly commended for thesis. 
*Commended for thesis. ‘Jn absentia. ‘With honours. ‘With 
second-class honours in pathology. 


UNIVERSITY OF DURHAM 


Alfred Alexander Harper, M.D., has been appointed to the Chair 
of Physiology tenable at King’s College, Newcastle-upon-Tyne. 


UNIVERSITY OF LONDON 


The following candidates have been approved at the examinations 
indicated : 

ACADEMIC POSTGRADUATE DIPLOMA IN MeEpicaL RapioLocy.—A. I. 
Black, J. M. Burbury, D. McC. Gregg, S. J. Hinds, B. M. Jacobson, 
T. M. Prossor, R. Singh, Z. L. Szur. 

M.S.—Branch I (Surgery): C.J. Longland, P. P. Rickham. Branch 
IV (Otology, Rhinology, and Laryngology): L. F. W. Salmon. 


Claud Foster Barwell, M.B., B.Chir., has been appointed to the 
University Readership in Bacteriology tenable at the London Hospital 
Medical College, from October 1. 

John Joseph Pritchard, B.M., B.Ch., has been appointed to the 
University Readership in Anatomy tenable at St. Mary’s Hospital 
Medical School, from October 1. 

Harold Charles Stewart, M.D., Ph.D., has been appointed to the 
University Readership in Pharmacology tenable at St. Mary’s Hospital 
Medical School, from October 1. 


UNIVERSITY OF MANCHESTER 


Robert Francis Leslie Logan, M.D., M.R.C.P., C.P.H., has been 
appointed Part-time Lecturer in Occupational Health. 


UNIVERSITY OF BIRMINGHAM 


In Congregation on July 2 the honorary degree of D.Sc. was con- 
ferred on Sir Howard Florey, Ph.D., M.D., F.R.S., Professor of 
Pathology in the University of Oxford, and on Francis Peyton Rous, 
M.D., Pathologist, Rockefeller Institute for Medical Research, and a 
Foreign Corresponding Member of the British Medical Association. 


The following medical d eis, 
PY : ollowing medical degrees were conferred in C ongregation op 

M.D.—’J. J. Elkes, * *Margaret D. Thompson, W. D. 

CAM. (a efidie)--2.3.C. inate. D. Carruthers, 

M.B., Ch.B.—’*F. B. Buckley, *Sheila G. S. Burnie, 7V, w M 
Drury, "Margaret T. England, *J. A. Ireland, “Lillian F. Jones 
?Ann L. Reynolds, *Sylvia M. Saddington, June M. Astil] C.G 
Berry, Jean E. Buller, B. W. M. Bushell, R. M. Butler, Winifred 
Chamberlin, E. W. Clarke, J. A. G. Clarke, R. F. Crampton, M. P 
Creedy-Smith, J. R. Cross, D. H. Davies, W. R. Davies, R. F 
Dingley, Margaret G. Douglas, F. J. Ensell, Thelma P. Higginson, 
P. D. Hooper, I. Hyde, Marjorie E. Johnston, J. E. Keen Jean 
M. Kennedy, N. G. Kirby, Ruth L. Lawson, Bridie O. Lyons, 
D. F. J. Malins,,M. R. Mellor, B. R. Middleton, Jill Prichards I 
Robinson, R. G. Robinson, D. S. Rowe, Brenda W. Stevens, Pp. J. 
Stevens, K. Wade, L. E, Wall, D. E. Wallis, I. M. Webster, Jean L 
Whittle, V. Zuck, *B. B. Jakeman, *Elsie M. Wormington. é 

Dr. A. B. L. Beznak has been appointed Lecturer in Physiology 
and Dr. C. N. Iland Lecturer in Bacteriology, both from October { 
Dr. J. H. Hirshman resigned his appointment as Research Fellow in 
Social Medicine on June 30. 

"With honours. *With second-class honours. ‘Jn absentia, 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 
At an ordinary quarterly comitia of the College held on July 28, 
with the President, Lord Moran, in the chair, the following Fellows 
were elected officers for the ensuing year: Censors, J. Crighton 


Bramwell, R. V. Christie, J. F. Smith, A. H. Douthwaite; Treasurer, . 


W. G. Barnard; Registrar, H. E. A. Boldero; Assistant Registrar, 
W. D. W. Brooks. 

Sir Leonard ‘Parsons was appointed Harveian Orator and Dr, 
E. R. Cullinan Bradshaw Lecturer, both for 1950. The following 
Lecturers were also appointed: Lumleian (1950), Dr. B. T. Parsons- 
Smith; Goulstonian (1950), Dr. Howard Nicholson; FitzPatrick 
(1950), Dr. William Brockbank; Croonian (1951), Dr. T. F. Fox; 
Oliver-Sharpey (1950), Dr. E. E. Pochin; Lloyd Roberts (1950), Lady 
Violet Bonham Carter; Humphry Davy Rolleston (1950), Dr. J. H, 
Dible ; Bertram Louis Abrahams (1950), Dr. E. C. Dodds. The Baly 
Medal was awarded to Sir Edward Mellanby, F.R.S., for his services 
to physiology and his work on nutrition, with particular reference 
to the accessory food factors. 

Lord Moran was elected the College representative on the General 
Medical Council and on the Governing Body of the British Post- 
graduate Medical Federation. The reappointment of Dr. J. A. 
Nixon as representative on the Court of the University of Bristol was 
confirmed, as was the appointment of Sir Arthur MacNalty as repre- 
sentative on the Royal Medical Benevolent Fund. Dr. W. W. D. 
Thomson was appointed representative of the College at the centenary 
celebrations of the foundation of the University of Belfast, at Queen’s 
College, Belfast. 

The following having satisfied the Censors’ Board were elected 
Members of the College: D. E. Aikenhead, M.D., C. D. Alergant, 
M.D., S. Balasingam, M.D., J. Baragan, M.B., E. M. M. Besterman, 
M.B., J. E. Blundell, M.B., R. E. Bowers, M.D., J. F. Britto, M.D. 
D. E. St, J. Burrowes, M.B., L. J. Bussell, D.M., J. A. Chamberlin, 
M.B., Patricia Chippindale, M.B., E. S. Clarke, M.D., H. R. 
Colquitt, M.B., Lorna Cooke, M.B., Christine E. Cooper, M.B.,, 
J. E. Cotes, B.M., C. J. Don, M.B., A. S. Douglas, M.B., C. E. P. 
Downes, L.R.C.P., J. R. Edge, M.D., R. H. Ellis, M.B., J. D. 
Everall, L.R.C.P., P. R Fleming, M.B., R. V. Gibson, M.B., J. E. 
MacA. Glancy, M.D., J. M. Gooch, M.B., D. A. Gordon, MB., 
R. G. Gornall, M.D., R. F. Griffith-Evans, M.B., L. N. Grunbaum, 
M.B., S. Gr ybowski, M.D., R. O. F. Hardwick, M.B., D. S. Harling, 
M.B., W. C. Harris, M.B., W. Hausmann, M.D., J. C. Hogarth, 


M.D., M. Horwitz, M.D., Betty E. Howarth, M.B., June L. Howqua, 
M.D.,,E. C. Hutchinson, M.B., M. A. Jackson, M.B., J. A. James, 
M.B., O. Janus, M.B., S. E. M. Jarvis, M.B., A. M. Joekes, B.M., 
E. R. Jones, M.B., A. J. Karlish, M.D., R. C. King, M.B., A. 
Knudson, M.B., J. B. Lyon, M.B., R. F. Mahler, M.B., R. H. 
Meara, M.B., K. B. M. O. Megat, L.M.S., Margaret Middleton, 
M.B., E. W. Nation, M.B., K. A. Newton, M.B., J. A. Nightingale, 
M.B., G. O’Gorman, L.R.C.P., C. V. Patel, M.B., H. K. Pawsey, 
M.B., A..V. Price, M.B., S. G. Rainsford, M.D., Surgeon Captain, 
R.N., J. T. Rendle-Short, M.B., R. F. Robertson, M.B., K. C. 
Robinson, M.B., R. Sahu, M.B., F. D. Schofield, M.B., A. B. Sclare, 
M.B., G. A. Scott, M.D., W. A. McD. Scott, M.B., Major, 
R.A.M.C., F. W. Smith, M.B., I. O. Stahle, M.D., A. G. Stephenson, 
M.B., H. C. Stewart, M.D., H. T. Swan, M.B., B. E. R. Symonds, 


M.B., Cecily M. Tinker, M.B., D. Tomlinson, M.B., D. A. H. 
Trythall, M.B., A. S. Turner, M.B., D. A. J. Tyrrell, M.B., N. R. 
Venkatswami, M.B., G. R. Venning, B.M., R. G. Vine, M.D, 
D. G. Vulliamy, M.B., M. H. West, M.D., D. Whitfield, M.B, 
D. H. M. Woollam, L.R.C.P., Esme M. Wren, M.B., E. A. Wright, 
M.B., R. J. Young, M.B., Flight Lieutenant, R.A.F. 
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Licences to practise were conferred upon 117 candidates (including 
28 women) who have passed the final examination in Medicine, 
Surgery, and Midwifery of the Conjoint Board and have complied 
with the necessary by-laws: C. A. McC. Aitken, G. W. Bainbridge, 
J. F. R. Ball, Q. A. Bari, Eleanor H. Barrington, A. T. Barwood, 
L. Bernstein, J. A. Blundell, I, I. Bornstein, Christine A. Bratt, 
j. E. Breese, Patricia L. Broadhead, D. E. Brown, H. J. Burns, 
R. A. Chesterfield, R. E. Citrine, E. G. Clarkson, K. R. J. Coates, 
B Crawshaw, P. J. Crosland-Taylor, J. R. Cross, Patricia A. Crowther, 
Thelma W. Dafforn, Brenda L. D’Arcy, D. M. Davies, I. B. Davies, 
Lorna C. Davies, J. G. Elliott, G. Ellis, Valerie M. Ellis, K. A. 
Etherington, M. N. Fergusson, Barbara M. Fessey, O. O. F. Ffooks, 
G. Fleet, E. A. Foreman, W. G. C. Forrester, Yvette A. P. Franklin, 
R. Gathercole, Patricia M. Gilbert, H. S, Glatt, Helen Gordon, 
H. Gough-Thomas, S. S. Grové, A. O. Hagger, R. E. Hancock, 
Josephine Harper, W. H. Harper, P. H. R. Hawkes, K. M. Herd, 
Patricia Herdman, J. J. B. Hobbs, T. H. Hughes, Sheila M. H. Hugh- 
Musgrove, Margaret M. Ives, H. Jackson, C. H. James, W. B. 
Jennett, C. H. Jones, P. Kelly, I. Kent, D. S. Kerr, Ann Kiln, 
w. B. Knapman, N. B. Kreitman, K. Kuczynski, J. W. Latham, 
Mary I. Legg, J. C. Linn, H. K. N. Lister, Marcia McArthur, J. 
Mander, W. K. Marshall, Pamela G. L. W. Mason, S. N. Mathur, 
D. G. May, J. S. Mehta, Margaret L. Meikle, B. R. Middleton, 
J. B. Millard, D. D. Miller, K. E. Mortimer, G. M. Muller, Q. F. 
Neethling, N. H. Newman, R. L. Newman, G. J. Nicholas, D. H. 
Nixseaman, P. L. Norman, C. P. B. Parry, P. T, Perkins, C. D. 
Peters, S. T. H. H. Pilbeam, K. N. J. Pocock, C. O. M. Priday, 
Suzanne L. Quittner, Joselen Ransome, J. A. Rassell, Regina Reif, 
W. M. Savery, H. Schlossmann, P. B. Schofield, E. M. Sklar, June M. 
Smith, Susan Simpson, B. Singh, J. G. Sowerbutts, G. D. Stones, 
Medora Storkey, J. C. Sumption, F. Tavill, J. M. Thomas, P. W. 
Thompson, W. L. Timmins, I. M. Webster, Jean I. Whittle, W. B. M. 


Young. 

Diplomas in Tropical Medicine and Hygiene, in Public Health, 
and in Physical Medicine were granted, jointly with the Royal 
College of Surgeons of England, to the following successful 
candidates : 

DiPLoMA IN TROPICAL MEDICINE AND HyGiene.—Y. G. Abdelal, 
J. P. Satterwhite, A. F. H. Stewart, S. W. W. Terry. 

DipLoMA IN Pusiic HeattH.—A. Bashir, B. A. Bhatti, Mary 
Brooks, T. H. Elias, J. E. Francis, Joan K. Griggs, W. E. Hadden, 
D. G. Levis, G. K. Lim, J. H. F. Norbury, Alexandrina M. M. 
Parker. 

DipLoMA IN PHysicaL MEpicINE.—M. Fletcher. 

Diplomas in Anaesthetics and in Medical Radiotherapy were 
granted, jointly with the Royal College of Surgeons of England, 
to the successful candidates whose names were printed in the report 
of the meeting of the Royal College of Surgeons of England in the 
Journal of June 25 (p. 1145). 

Diplomas in Medical Radio-Diagnosis were granted, jointly with 
the Royal College of Surgeons of England, to D. Chisholm and 
J. J. Wallis and to the other successful candidates whose names were 
printed in the report of the meeting of the Royal College of Surgeons 
of England in the Journal of June 25 (p. 1145). 

Diplomas in Laryngology and Otology and in Psychological 
Medicine were granted, jointly with the Royal College of Surgeons of 
England, to the successful candidates whose names were printed 
in the report of the meeting of the Royal College of Surgeons of 
England in the Journal of July 30 (p. 292). 


' ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a meeting of the College held on July 19, with the President, Dr. 
W. D. D. Small, in the chair, the following were elected to the 
Fellowship: D. E. Sands, A. W. S. Thompson, C. F. J. Cropper. 
Diplomas of Membership were conferred on the following: R. G. 
Lendrum, J. I. Lipschitz, R. W. D. Turner, R. M. M. Hunter, 
A. C. S. Iyer, A. P. Littlewood, W. Gordon, Muriel M. D’Souza, 
B. E. Cohen, J. H. Taylor, J. O. Craig, J. W. Farquhar, K. Rhaney, 
G. Mundel, D. Cappon, T. C. Noble, F. W. A. Turnbull, J. S. 
Calder, R. T. Ritchie, R. S. Walker, A. B. Sclare, J. D. Matthews. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a reception held on July 25 the Honorary Fellowship of the 
College was conferred on Mr. Victor Ewing Negus, M.S., F.R.C.S., 
President of the Fourth International Congress of Otolaryngology 
held in London last month, and, in absentia, on Dr. Chevalier 
Jackson, Professor of Bronchology in Temple University, Phila- 
delphia, U.S.A. The first Honorary Fellowship in Dental Surgery 
of the College was conferred on Mr. Wiliiam Guy, LL.D., 
F.R.C.S.Ed., H.D.D., former Principal of the Edinburgh Dental 
Hospital and School. Honorary Fellowships in Dental Surgery were 
also conferred on Professor Kent Thoma, Professor of Aural Surgery 
in Harvard University, and on Professor Robert Vivian Bradlaw, 


M.RLS., L.R.C.P., F.D.S., Dean of the Faculty of Dental Surgery, 
Royal College of Surgeons of England. 

The Honorary Fellowship in Dental Surgery of the Royal College 
of Surgeons of England was also conferred on Mr. Guy. Professor 
Bradlaw, who presented it, said that it was fifty years ago that 
Mr. Guy had succeeded Bowman McLeod as Dean of the Edinburgh 
Dental Hospital and School, and to his endeavour might be ascribed 
the deservedly high reputation of that great school. To his vision 
they owed the Dentists Act of 1921, the charter of their profession ; 
from his researches came advances in dental anaesthesia; and his 
skill and wide experience laid the foundations of their modern con- 
cept of maxillo-facial surgery. A fine scholar, a skilful surgeon, an 
outstanding teacher, and an able administrator, he brought distinction 
to the Roll of Fellows in Dental Surgery of the Royal College of 
Surgeons of England. If Carlyle was right when he said that 
statesmanship was to provide for posterity, William Guy was indeed 
a statesman. 

At a meeting of the College held on July 27, with Mr. 
Frank E. Jardine, President, in the chair, the following candi- 
dates, having passed the requisite examinations, were admitted 
Fellows: C. E. L. Allen, F. Baar, A. J. Biesman-Simons, 
C. S. Campbell, B. C. Dastur, Patricia R. Davey, K: Drummond, 
J. M. E. Jewers, D. H. King, G. L. McEwan, I. W. MacPhee, J. J. 
MacPherson, R. M. Nadkarni, M. A. Radwan, T. K. Raju, T. J. 
Reid, M. H. Saadi, N. T. Sampanthan, H. Sayeed, R. N. Sinha, 
G. Smith, H. J. M. Stratton, P. A. Thorpe, H. S. Trafford, H. V. 
Wingfield. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


At a meeting of the Council of the College held in the College House 
on July 23, with the President, Sir William Gilliatt, in the chair, 
Professor Hilda Nora Lloyd was elected President and will assume 
office in October. Mr. John Eric Stacey and Dr. V. B. Green- 
Armytage were elected Vice-presidents, 

The following officers were re-elected: Honorary Treasurer, Mr. 
Arthur A. Gemmell; Honorary Secretary, Mr. Humphrey G. E. 
Arthure; Honorary Librarian, Mr. Frederick W. Roques; Honorary 
Curator of the Museum, Mr. Aleck W. Bourne. 

The following candidates were elected to the Membership of the 
College: A. B. Backus, Jessie E. C. Baird, T. E. C. Barns, A. 
Bhagat, D. H. Blakey, V. Y. Bockner, S. C. Bose, ‘M. B. Bruce, 
R. C. Cummin, Mona M. Davin-Power, R. G. Denniss, H. 
Doberman, T. Dougray, L. W. D. Drabble, C. T. F. Ealand, G. K. 
Emsley, G. M. Evans, J. J. Foley, P. S. Gardner, G. W. Garland, 
H. K. B. Geiser, Elizabeth Gilbertson, Marie P. S. Grant, G. T. 
Hammond, J. C. Harvey, J. Henderson, J. A. Henderson, D. W. 
Hendry, R. W. Hutchinson, E. W. Ilangantileke, E. P. Jones, F. G. E. 
King, J. M. King, E. W. Kirk, Joan E. M. Lambert, D. Latto, J. G. 
Lawson, F. H. Leckie, E. M. Leyland, J. W. F. Lumsden, J. M. 
McCracken, I, MacGillivray, H. N. Mansfield, W. G. Millar, R. 
Moolan-Feroze, Ll. O. Morgan, M. R. Neely, F. C. R. Picton, J. G. 
Reynolds, N. A. Richards, S. Riterband, T. W. Roddie, J. H. Rout- 
ledge, C. A. Samad, E, M. Sandler, Olive C. Sandys, J. W. F. 
Scrimgeour, S. Sen, J. C. Shelton, Norah P. Sherlock, A. Sinnatamby, 
J. A. McC. Smith, Doreen M. J. Stracey, A. B. Swarbreck, J. L. 
Taylor, S. D. Tewary, J. Watson, G. F. J. Williams. 








The Services 








Surgeon Rear-Admiral F. G. Hunt, C.B.E., R.N., has been 
appointed Honorary Physician to the King in succession to Surgeon 
Rear-Admiral J. A. Maxwell, C.V.O., C.B.E., K.H.S., R.N., who 
has been placed on the Retired List. 

Surgeon Lieutenant-Commander J. A. Shepherd, R.N.V.R., kas 
been awarded the R.N,V.R. Decoration. 

Captain (now Major) R. M. Vanreenan, R.A.M.C., has been 
awarded the Efficiency Medal (Territorial). 

The Efficiency Decoration has been conferred upon Majors H. 
Dickie, C. H. Johnson, and J. L. Warner, R.A.M.C., T.A. 


DEATHS IN THE SERVICES 

Colonel JosEPH DALRYMPLE died on July 17 at the age of 80. He 
qualified at Edinburgh in 1899, having already served with the 
Bechuanaland Field Force in the Langeberg Rebellion in 1897. In 
1900-1 he served in the South African War, gaining the Queen’s 
Medal with five bars, and he served throughout the war of 1914-18, 
being mentioned three times in dispatches. He received the O.B.E. 
in 1918, and was made a C.M.G. the following year. He had 
published work on the restoration of the sick and wounded to the 
forward areas and on the treatment of malaria-infected troops. 
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a 
notifications of food-poisoning than in the preceding week. 
A very small rise in the incidence of scarlet fever was recorded 
in every region of the country, but no change of any size 
occurred in the local trends. The largest decreases in the 
notifications of measles were Kent 170, Middlesex 46, York- 
shire West Riding 42, and the largest increases were Lancashire 
37, Glamorganshire 31. The only variations of note in the local 
trends of diphtheria were a decrease of 5 notifications in London 
and an increase of 6 in Lancashire. The largest fluctuations in 
the returns of whooping-cough were a decrease of 38 in Essex 
and an increase of 31 in Lancashire. 

The rise in paratyphoid fever occurred in Lancashire, where 
the chief centres of infection were Liverpool C.B. 29 and Crosby 
M.B. 6. Dysentery decreased throughout the country except in 
Warwickshire, where in Warwick R.D. the notifications rose 
from 2 to 34. The largest outbreaks of food-poisoning notified 
were the City of London 31 and Essex, Chingford M.B. 30. 

In Scotland decreases were recorded in the number of notifica- 
tions of scarlet fever 25, diphtheria 10, and a rise of 27 was 
reported for measles. The chief centres of dysentery were the 
cities of Glasgow 15 and Edinburgh 8. The decline in scarlet 
fever was confined to the western area, and a slight rise occurred 
in the south-eastern area. 

In Eire a decrease occurred in the number of notifications of 
measles 24, while increases were recorded for whooping-cough 
27, scarlet fever 21, and diarrhoea and enteritis 16. The experi- 
ence of Dublin C.B. was mainly responsible for the rise in 
scarlet fever and diarrhoea and enteritis. The increase in 
whooping-cough was due to an outbreak at Dublin, Balrothery 
R.D., involving 30 persons. 

In Northern Ireland decreases occurred in the number of 
notifications of measles 15 and whooping-cough 12, due mainly 
to the experience of Belfast C.B. 


Week Ending July 23 


The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,157, whooping-cough 
2,004, diphtheria 76, measles 5,052, acute. pneumonia 329, 
cerebrospinal fever 28, acute poliomyelitis 96, dysentery 90, 
paratyphoid fever 54, typhoid fever 8. 


Medical News 


Malta University Rector’s Visit 

Dr. J. A. Manché, Rector of the University of Malta, began 
a three-weeks visit to Britain under the auspices of the British 
Council on July 25. He is visiting laboratories, medical schools, 
and teaching hospitals to see teaching methods. Dr. Manché 
was appointed senior medical officer in the Malta Medical and 
Health Department in 1937. While holding this post he was 
appointed professor of physics in 1943, in which subject he 
has always been deeply interested. He became Rector of the 
University last year. 


Gift for Nuffield Orthopaedic Centre 

Lord Nuffield has given £50,000 to the Nuffield Orthopaedic 
Centre at Oxford. The centre offers special facilities and train- 
ing for orthopaedic specialists from all over the world and 
students from the Commonwealth. 














Great Ormond Street War Memorial 

A bronze memoria! tablet has been erected to the memory 
of members of the staff of the Hospital for Sick Children, Great 
Ormond Street, who gave their lives during two world wars. 
The memorial was unveiled on July 27 by Sir Lancelot 
Barrington-Ward, consulting surgeon to the hospital and 
former chairman of the medical committee. Sir Lancelot, who 
was invited to perform the ceremony by the chairman of the 
hospital, Mr. T. H. Bischoff, said that the tablet commemorated 
16 men and women, all of whom were on active service in one 
or other of the wars. They had served the hospital in various 
capacities—as physicians, surgeons, nurses, electricians, and 
porters. All of them were members of its fellowship and all 


had rendered devoted service. The tablet was set by the main 
doorway of the hospital, where it would remind those passing 
through of the men and women who had made the great sacri- 
fice for the nation and its children. After the unveiling, the 
simple ceremony was concluded by prayers of dedication and 
thanksgiving said by the hospital chaplain, the Rev. R. Mercer 
Wilson. 


Ligue Européenne contre le Rhumatisme 

At a general meeting of the Ligue held in Paris on May 14, 
with Professor M.-P. Weil in the chair, Dr. W. S. C. Copeman 
(Great Britain) was elected president for the next two years. 
The next congress will be held in Barcelona in 1951. 


Directory of Collections of Micro-organisms , 
One of the recommendations of the British Commonwealth 
Scientific Official Conference, 1946, was that a directory of the 
important culture collections of the Commonwealth should be 
prepared. Duplicated copies of the “ Directory of Collections 
of Micro-organisms maintained in the United Kingdom and. 
Crown Colonies” and of the “Catalogues of Arthropods, Hel- 
minths, Molluscs, and Protozoa of Interest to Metlical and 
Veterinary Workers” are now available free on request, the 
former from the Secretary, United Kingdom National Com- 
mittee of the British Commonwealth Collections of Micro- 
organisms, 38, Old Queen Street, Westminster, London, S.W.1, 
and the latter from the Director, Laboratory Animals Bureau, 
Royal Veterinary College, Royal College Street, London, N.W.1. 


Lord Webb-Johnson Lecture 

The Council of the Royal College of Surgeons decided at 
a meeting on July 28, on the recommendation of the Faculty 
of Dental Surgery, to institute an annual dental lecture entitled 
the Lord Webb-Johnson Lecture. It will be a College lecture, 
and will be given on invitation from the College. It com- 
memorates the indebtédness of the dental profession to Lord 
Webb-Johnson, who was instrumental in founding the Faculty 
of Dental Surgery. 


Freedom of City 
The freedom of the city of Verona hasbeen conferred on 
Sir Alexander Fleming. 


Dean Resigns 

Professor J. M. Mackintosh has resigned from the position of 
Dean of the London School of Hygiene and Tropical Medicine, 
but will continue tos teach in the school as Professor of Public 
Health. We understand that the school has decided to appoint 
a whole-time Dean. 


COMING EVENTS 


General Meeting of Psychiatrists 

A meeting, open to all psychiatrists practising within the 
South-West Metropolitan Region, will be held at B.M.A. House, 
Tavistock Square, London, W.C., on Thursday, Aug. 11, at 
230 pm. , 


Veterinary Congress 

The National Veterinary Medical Association will hold its 
annual congress in London on Aug. 12-15 in conjunction with 
the International Veterinary Congress being held on Aug. 8-13. 
Dr. J. Peters, of Rotterdam, and Dr. J. Winsser, of Leiden, will 
present a paper on “Diseases of Household Animals Com- 
municable to Man.” Members of the B.M.A. will be welcome 
at this discussion, which is to be held at the Central Hall, 
Westminster, at 2.15 p.m., on Saturday, Aug. 13. Tickets of 
admission may be obtained from the General Secretary of the 
N.V.M.A., 36, Gordon Square, London, W.C.1. 


First-aid and Nursing Courses 

A course of first aid and nursing will be started under the 
direction of the St. John Association on Sept. 3 at the new 
Brigade Training Centre, St. John House, 15 and 16, Colling- 
ham Gardens, London, S.W.5. All are eligible without obligation 
to join the Brigade. First aid will be dealt with in one week, 
home nursing in the following week, with an examination at 
the end of each week. Successful candidates will receive a 








344 Aua. 6, 1949 


MEDICAL NEWS 








St. John Association certificate in either or both subjects accord- 
ing to the set of lectures followed. The training centre is also 
a social club and provides meals and accommodation for all 
taking part in the course. 


Congress of Haematology 

The Société Européenne Internationa'e d’Hématologie is hold- 
ing a meeting in Montreux, Switzerland, on Sept. 15-17. The 
official languages of the congress are English, French, German, 
ard Italian. Two subjects have been proposed for the main 
discussions: (1) haemolytic anaemias; (2) changes in blood 
proteins in blood dyscrasias. British haematologists may obtain 
particulars from Dr. A. Piney, 152, Harley Street, London, W.1. 


SOCIETIES AND LECTURES 


Friday 


EDINBURGH POSTGRADUATE BOARD FOR Mepicins.—At Anatomy 
Lecture Theatre, Edinburgh University, Aug. 12, 12.30 p.m., 
“* Frontal Lobe and the Integration of Thinking,” by Professor G. 
Jefferson, F.R.S. 


APPOINTMENTS 


Asucrort, A. T., M.B., Ch.B., Regional Medical Officer, Ministry of Health. 


EAST ANGLIAN REGIONAL HosprTaL BoarD.—The following appointments are 
announced: Consultant Physician in Ipswich Area, J. W. Paulley, M.D., M.R.C.P. 
Consultant Paediatrician in Ipswich Area, R. M. Mayon-White, M.D., M.R.C.P., 
saan Physician Superintendent at Ipswich Sanatorium, G. R. McNab, M.D., 

Ferreira, H. P., M.B., B.S., Assistant Pathologist to Queen Charlotte’s and 
Chelsea Hospitals at Chelsea Hospital for Women. 

Grecory, T. S. S., M.B., F.R.C.S (Ophth.), D.O.MLS., Ophthalmic Surgeon 
to Aylesbury and District Group of Hospitals, Oxford Regional Hospital Board. 


Hosprrat For SicK* CHILDREN, Great Ormond Street, London, W.C.—The 
following appointments are announced: House-phvsicians, J. C. Macaulay, 
M.B., B.S., M.R.C.P., D. McR. Hanna, M.D., M.R.C.P., M.R.A.C.P.; House- 
surgeons, L. H. Pimm, M.B., B.S., R. M. T. Walker-Brash, B.M., B.Ch.; Part- 
time Surgical Registrar, D. J. Waterston, M.B., F.R.C.S. 


SOUTH-WESTERN REGIONAL HospitaL BoARD.—The following appointments at 
the hospitals indicated in parentheses are announced: Pathologist, G. Stewart 
Smith, M.D. (Royal Devon and Exeter Hospital, Exeter); Assistant Orthopaedic 
Surgeon, M. H. Salz, F.R.C.S. (Mount Gold Hospital, Plymouth. with clinical 
duties in other hospitals in area, as required); Assistant Radiologists,G R. Airth, 
M.B., B.S., D.M.R. (Southmead Hospital, Bristol), and C. W. B. Woodham, 
M.R.C.S., L.R.C.P., D.M.R.E. (Royal Devon and Exeter Hospital, Exeter); 
Assistant Clinical Pathologist, C. H. Jellard, B.M., B.Ch. (Gloucestershire Royal 
Hospital); Plastic Surgeon, G. M. Fitzgibbon, M.D., F.R.C.S. (Frenchay 
Hospital, Bristol). 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Bartolo.—On July 21, 1949, at Blue Sisters Hospital, Malta, to Jean (née Callie), 
wife of Dr. A E. Bartolo, a son—David. 

Benians.—On Ju'y 15, 1949. at North M ddlesex County Hospital, London, N., 
to Edith (née Aiken), S.R.N., wife of Richard Benians, M.B., M.R.C.P., a 
daughter. 

Beynon.—On July 27, 1949, in London, to Nora, wife of Dr. Arthur E. Beynon, 


a son. 

Elpbick.—On July 14. 1949, at Lagos. Nigeria, to Hi'ary Jean Elphick (née 
Haden), M.B., B.S., and Richard Michael Elphick. of King’s College, Lagos, 
a daughter 

Freeman.—On July 23. 1949. at British Mi'‘itary Hospital, Vienna, to Fr-da 
(née Allibone), wife of Captain Roger Freeman, R.A.M.C., a daughter. 

Gilmour.—On July 24, 1949, at Hayes, Middlesex, to Jean (née Macleod), wife 
of Dr. S. J. G. Gilmour. a son. 

Goulden.—On June 19, 1949, at 94th British M/litary Hospital, Hamburg, to 
Margaret Fionn a (née Macrac), w.fe of Captain Richard Patrick Goulden, 
R.A.M.C.. a daughter—Margaret Sheoragh. 

Hirsch.—On July 22, 1949. at Leicester General Hospital, to Edna (née Say<r), 
SR.N.. S.C.M.. wife of W. P. Hrsch F.R.C.S.Ed., M.R.C.O.G., a s°n. 
MacAul'ffe.—On July 15, 1949. at Swindon, to Judy (née Baldry), wife of 

Richard MacAuliffe, M.D., a datigh:er 

Wharton.—On July 10, 1949. at 277. Stroud Road, Gloucester, to Jenny (née 

Morgan), wife of Dr. G. C C. Wharton, a son. 


MARRIAGE 


Thomson—Mitne.—On July 23, 1949, at Perth Thomas Nairn Thomson to 
Nancy S. M. Milne. M.B., Ch.B., tate of Wisbech. 


DEATHS 


Ackland.—On July 26, 1949, W'lliam Robert Ackland, M.DS., M.R.C.S., of 
5, Rodney Place, Clifton. Bristol, aged 85. 

Anderson.—On Ju'y 25. 194y. at Cra'gbittern, Colvend, Dalbeattie, Kirkcud- 
brightshire. Alford Wi'liam Ard-rson T.D., M.D., J.P.. aged 81. 

Barr.—On Ju'y 22. 1949. at The Cairn, Oxlea Road. Torquay, James Barr, 
M.B.. C.M.. D.P.H.. aged 81. 

Brew.—On July 23. 1949. Richard William Brew, M.B., B.Ch., of 8, Herbert 
Terrace. Penarth. ag d 78 

Ca’ms.—On July 24. 1949. at Ed’nburgh. Agnes Josephine Cairns (née Gardner), 
M.B.. Ch.B.. D.P.H 

Elwell-Johaston.—On ‘uly 26. 1949. at University College Hosp‘tal, London, 
Loiza Elwell-Johnston (née E well). M.R.C.S., L.R.C.P.. aged 77. 

Fegan.—Or July 26. '9°9 at L«-verveock Green, Herts, John Herbert Crangle 
Fegan, M.R.C.S., L.R C.P., aged 77. 








Morea Touma 
Any Questions ? 





Correspondents should give their names and addresses (not f. 

publication) and include gll relevant details in their question, 4 
which should be typed. We publish here a selection of re : 
questions and answers which seem to be of gencral interest . 


Bedsores 


Q.—A woman of 40, bedridden for some years with dis- 
seminated sclerosis, has some very bad bedsores. For several 
months she has had almost constant urinary incontinence, which 
makes treatment of the sores impossible. Is there any reason 
why a catheter cannot be inserted and left in, and can you 
suggest any palliative treatment ? 


A.—Urinary incontinence should not prevent adequate treat- 
ment of bedsores ; indeed, with good nursing care the sores can 
usually be healed in such a case. If the deformities referred to 
consist of severe flexion and adduction contractures of the lower 
limbs the task will be more difficult. An indwelling catheter 
may be tried for a few days, but is not always satisfactory 
A rubber bed-pan, which the patient can lie on all day, like a 
rubber ring, is of very great help. The free use of diapers which 
have been sprinkled with boric acid ‘solution and allowed to 
dry prevents much discomfort and also the ammoniacal odour. 

Bedsores develop ‘in such a case because the patient is left in 
one position for more than four hours at a time. The common 
propped-up position of the chronic invalid in bed throws nearly 
all weight on the sacrum. The patient should never be left like 
this for long ; every four hours the position should be changed 
but this involves removing all but one pillow and turning the 
patient fully on the side or face, if contractures allow. It is 
also worth noting that removal of all pillows in itself transfers 
much of the weight from the sacrum tq the shoulders; while 
raising the foot of the bed with the patient lying flat is even 
better, and in difficuit cases should be used for one period 
every day. Deep bedsores should seldom be packed, and then 
only very lightly, as the patient’s weight on the dressing makes 
the bedsore deeper. An empty space stimulates free growth 
of granulation tissue. If flexion contractures have not yet 
developed, a daily period of lying prone on the face is specially 
valuable for all bedridden patients. This relieves sacral pres- 
sure, counters flexor spasms, and prevents the otherwise inevit- 
able flexion deformities of hip, spine, and neck. The last point 
is not applicable to this particular question, but its importance 
demands emphasis. After a long illness a properly treated 
patient should be able to walk as erect as a guardsman; the 
curled-up victims whom one sees coming out on fine days 
exemplify how sadly our profession fails to counter the vicious 
flexion deformities of the infirm. 


Oedema of the Newborn 


Q.—What are the modern views on the causation of spon- 
taneous oedema of the newborn? Is vitamin E of any value 
in treatment ? 


A.—Oedema of the newborn, apart from the hydrops of 
haemolytic disease, cccurs principally in association with two 
conditions—sepsis and ‘prematurity—but in neither is the causa- 
tion at all clear. Certainly infants with severe infection develop 
oedema, first of the legs and later of other parts of the body, 
and it is usually, but not always, an ominous sign. It is often 
accompanied by anaemia, and is possibly associated in severe 
cases with heart failure. Treatment in such cases is of course 
directed at the infection. In premature and weakly infants who 
are not thriving oedema is also often found, sometimes indicated 
by an upward jump in the weight curve even before oedema 
becomes obvious. In this connexion it should be remembered 
that the infantile kidney, as McCance has shown, is poor at 
concentrating the urine, and if chlorides are being given, as 
in normal saline or even in milk, retention may occur and may 
explain the oedema in some instances. The serum protein level 
may be low in either of these conditions, but, as with hunger 
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, there is not an absolute correlation. Oedema may 
occur with normal protein figures and not occur with low 
jevels. In premature infants with a subnormal temperature 
the condition may be treated by the administration of thyroid 
as suggested by the late Eric Pritchard. He recommended 
1/10 gr. (6.5 mg.) for every 1 Ib. (453 g.) of body weight daily 
for a few days. Congenital syphilis affecting the kidneys is a 
theoretical cause of oedema of the newborn, but ought never 
to be seen if routine antenatal investigation of all expectant 
mothers is carried out. Also theoretically, Milroy’s hereditary 
gedema might begin to show in the newborn period. It is diffi- 
cult to see what part vitamin E could possibly play in treatment 
of oedema of the newborn. Most mild examples clear up 
spontaneously, and any preparation or treatment used can 
thereby secure a spurious reputation. 


Resuscitating Apparatus 


Q.—What are the latest views on the use of a resuscitating 
apparatus supplying oxygen with a fixed proportion of carbon 
dioxide in cases of drowning, carbon-monoxide poisoning, or 
electric shock ? Is there much value in giving oxygen alone in 
any of these cases? Is carbon dioxide of value, and, if so, in 
what proportion? 

A.—Carbon dioxide is a stimulant to the respiratory and 
yasomotor centres. It is therefore logical to administer carbon 
dioxide along with oxygen in cases where the patient is 
suffering from anoxia and impaired respiratory function. The 
proportion usually recommended is 5to 7% of carbon dioxide ; 
appreciably higher concentrations may be deleterious. An 
appropriate oxygen-carbon-dioxide mixture is considered 
specially suitable in the treatment of severe carbon-monoxide 
poisoning, because the increased carbon dioxide not only stimu- 
lates the respiratory centre but also favours a more rapid 
dissociation of the carboxyhaemoglobin. Moreover, there may 
be an added value in that the hyperventilation occurring in the 
earlier stages of carbon-monoxide asphyxia causes a deficiency 
of carbon dioxide in the body. This latter argument does not 
apply in cases of drowning and electric shock, and the desir- 
ability of the addition of carbon dioxide to the inhalation mix- 
ture is probably not so great in these conditions. Nevertheless, 
it would seem reasonable to try the effect of a similar mixture 
where the respiratory movements are feeble and there is an 
obvious need for increased pulmonary ventilation. The 
beneficial effect of the carbon dioxide on the circulation 
should also be borne in mind. The administration can be 
combined with artificial respiration, and in most cases need 
not be unduly prolonged. If no oxygen—carbon-dioxide mixture 
is available, oxygen by itself should certainly be used. 


Supplementary Vitamins 

Q.—Is there any justification for advising the routine admini- 
stration of vitamins A and D to, say, a police force to increase 
vitality and resistance to infection ? 

A.—There is not the slightest justification for advising this 
practice. P 
Anterior Pituitary Growth Hormone 

Q.—Will you please let me know if the isolated growth- 
promoting hormone of the anterior pituitary is obtainable ; 
also the indications for use and recommended dosage. 


A.—No preparation of the isolated growth hormone is avail- 


able, but there is on the market an extract of the anterior | 


pituitary, standardized for the growth hormone (100 units per 
ml.) and also containing adrenotropic hormone. The dose 
recommended is 1 ml. daily intramuscularly. In the writer’s 
experience this dosage is useless, and he has obtained results 
only with 5 ml. twice daily, which is both painful and expen- 
sive. The pure hormone has been isolated by Li, of California 
(J. biol. Chem., 1945, 159, 353), and in some unpublished experi- 
ments on dwarfs this failed to stimulate growth and even failed 
to produce nitrogen retention ; both these effects, however, were 
obtainable in animals. The position as regards growth hormone 
is therefore unsatisfactory, even to the point of causing scepti- 
cism about the existence of a pure growth hormone. Thyroid 
and testosterone stimulate growth in suitable cases. 


Fox-Fordyce Disease 


Q.—A female aged 20 has been suffering from Fox—Fordyce 
disease for the last two years, and in spite of expert treatment 
the condition seems to be at a standstill—in fact, it is becoming 
more painful in both axillae. Is the aetiology known, and is 
there any effective treatment ? 

A.—Fox-—Fordyce disease is an irritable papular eruption of 
axillae, pubes, and breasts related to apocrine-gland function. 
It depends on disturbances of endocrine function and is usually 
relieved by the,administration of oestrogens. Local applica- 
tions, including x-ray therapy. as employed in other types of 
prurigo are of little value in this affection. 


Glutamic Acid for Mental Retardation 


Q.—Is glutamic acid likely to improve the intellectual per- 
formance of a boy of 8 who is not mentally defective but only 
somewhat retarded? The father rejects the boy because of 
his slowness, and any improvement would probably make a 
difference to this attitude. Please state the dosage and the 
method of administration. How long ought treatment to be 
continued, and are there any contraindications ? 


A.—The evidence that administration of glutamic acid makes 
a real difference to retarded and defective children is not con- 
vincing. According to published reports, response varies greatly 
from individual to individual, so that while one child makes a 
striking advance others are unaffected or even drop points on 
intelligence testing. There is no indication that results differ 
with different types of defective. The numbers of patients so 
treated have not been large. L-Glutamic acid is given by mouth 
in doses which are to a considerable extent independent of age 
and determined by the response obtained, but beginning, say, 
with 2 g. thrice daily and increasing even up to 48 g. daily. It 
can be given as tablets, powder, or in capsule. Unpleasant 
effects may be indicated by gastro-intestinal upset. The patient 
described might: perhaps benefit from this treatment, and ill 
effects need not be feared. It might in any Case be good for 
the father’s attitude—which may itself be partly the cause of 
the son’s slowness—to try something in the way of treatment, 
and lead him to regard the boy more sympathetically. The 
inquirer is referred to the following articles: Arch. Neurol. 
Psychiat., Chicago, 1944, 51, 446 ; 1946, 56, 489 ; 1949, 61, 275; 
Psychosom. Med., 1947, 9, 175; Amer. J. Psychiat., 1948, 104, 
593 ; J. nerv. ment. Dis., 1946, 104, 263. 


Menstrual Tension State 


Q.—Since her first pregnancy five years ago a woman of 29 
has headache, irritability, depression, aching in the gums, and 
right low-abdominal pain starting a few days before and 
continuing till a few days after each menstrual period. The 
lochia were blood-stained for several weeks after the birth of 
the baby, and during lactation the mother often had night 
sweats. Tuberculosis was excluded. In 1947 the uterus was 
found to be pulled over to the right, but was normal in size 
and anteverted ; the right ovary was tender on pressure, and at 
laparotomy was seen to be covered by a thick white capsule 
and contained a few small follicular cysts. It was removed, but 
histological examination failed to reveal any abnormality. After 
a few months the symptoms returned, with pain in the left side. 
The patient became pregnant again. After her confinement 
night sweating recurred, and for six weeks the lochia contained 
blood. On examination a well-anteverted but subinvoluted 
uterus was found. When her periods started again there was 
a return of the symptoms with in addition small papules on the 
body and face. A papular rash also developed on the baby, 
accompanied by colic and green stools. Can the mother’s symp- 
toms, including the ovarian tenderness, be due to an endocrine 
disturbance, affecting the baby by excretion of hormones in the 
milk? If so, can any treatment on an endocrine basis be 
suggested ? 

A.—It is difficult to comment adequately on a complicated 
case history of this kind. and personal knowledge of the patient 
and her environment would seem to be important before coming 
to any final conclusions. There is nothing in the account to 
indicate an endocrine disturbance, nor is it likely that the upsets 
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in the baby were related to a noxious agent in the milk. Indeed, 
the whole picture suggests that the basis is one of over-anxiety. 
Colonic spasm is likely to be the cause of the left-sided pain 
and to give rise to occasional right-sided pain from the caecum. 
The abdominal discomfort has probably always been-of bowel 
origin, and the ovary which was removed was blameless. The 
general disturbance associated with menstruation represents 
exaggerated molimina, amounting to what is sometimes called 
a “menstrual tension state,” which again often has a psycho- 
logical underlay. Night sweats, sometimes most profuse and 
disturbing, are common enough during the puerperium and early 
weeks of lactation, and in the absence of pyrexia they are not 
of any real significance. Persistence of red lochial discharge 
for six weeks after delivery is also not necessarily pathological. 


Cyelical ulceration of the mouth associated with menstruation ° 


and perhaps causing discomfort in the gums is a condition the 
cause of which is unknown. It may be an allergic manifesta- 
tion, and is dealt with at some length in replies to questions in 
the Journal (Aug. 21, 1948, p. 408 ; March 15, 1947, p. 365; and 
June 15, 1946, p. 940). 


Paroxysmal Tachycardia 


Q.—A male aged 73 has suffered from paroxysmal tachy- 
cardia for nearly 20 years, and the attacks seem to be increasing 
in frequency—though not in intensity. Treatment with quini- 
dine appears to have little effect. Is there any other treatment 
that would decrease the number of paroxysms or abort or 
shorten the attacks ? 


A.—If quinidine in doses of 5 gr. (0.32 g.) thrice daily has 
failed to influence the frequency or duration of the attacks, 
mepacrine 0.1 g. daily may be tried when attacks are particu- 
larly frequent. Although digitalis is usually contraindicated, it 
is helpful occasionally, and is always worth trying when other 
methods fail. 


NOTES AND COMMENTS 


Anaesthetics for Domiciliary Midwifery—Dr. J. E. M. Barnes 
(Eye, Suffolk) writes: I was interested in the answer to the question 
about anaesthetics in domiciliary midwifery (“‘ Any Questions ? ” 
July 9, p. 112). It was stated that the Cyprane inhaler could be 
adjusted to produce a concentration of “trilene” sufficient for 
general anaesthesia. I would like to know whether this was a 
theoretical assumption or based on practical experience. I have used 
one of these inhalers with complete satisfaction in purely domiciliary 
surroundings—but only in so far as analgesia is concerned, On 
occasion I have tried to induce anaesthesia, but not successfully. In 
one particular case forceps blades were positioned on the foetal head 
without untoward reaction, but as soon as traction occurred the 
patient resisted the manceuvre. It was a low-forceps delivery, and 
was terminated rapidly and smoothly, with no difficulty, after 
anaesthetizing with straight chloroform. I would be interested to 
know from others their experiences in this particular direction, 
because I am loath to follow trilene with chloroform as a routine, 
having, since the case quoted, run up against an alarming instance of 
cardiac arrest due presumably to vagal inhibition, which entailed 
resuscitation of mother, infant (white asphyxia), and, almost, the 
single-handed G.P. 


Weight in Pregnancy.—Dr. F. R. KInKeaD ALLEN (Belfast) writes : 
Gain in weight during normal pregnancy (“‘ Any Questions ? ” 
May 7, p. 831) is subject to rather wide variation. In the United 
States of America this gain appears to be more than in the British 
Isles. According to McIlroy and Rodway (J. Obstet. Gynaec. 
Brit. Emp., 1937, 44, 221), in a thousand cases the average 
total gain among primiparae was 11 Ib. 3 oz. (5 kg.) and for multi- 
parae it was 11 Ib. 7 oz. (5.2 kg.), and they noticed that the older 
patients gained less in weight than the younger ones. According to 
Chesley (Amer. J. Obstet. Gynec., 1944, 48, 565) the average gain in 
weight may be generally ranked as 24 Ib. (10.8 kg.); two-thirds of 
the normal women in his series gained between 18 and 35 Ib. (8.1 and 
15.7 kg.), but one-sixth gained more than 35 Ib. (15.7 kg.). The total 
increase in any one case, however, is to some extent dependent on 
the woman’s initial bulk, and Stander and Pastore (Amer. J. Obstet. 
Gynec., 1940, 39, 928) suggest that it should not exceed 25% of the 
pre-pregnancy weight. There are, however, many exceptions even to 
this, and gain does not take place regularly throughout pregnancy. 
In the first three months there is often little gain, and even a loss 
may be recorded, especially where a woman suffers from vomiting 
or anorexia. In the last two or three weeks there may also be a 
tendency to lose or to cease to gain weight. McIlroy and Rodway 


——ee 
claim to have prevented the onset of toxaemia in patients showi 


excessive gain in a week by regulating diet and by increasing i 

exercise. Emblin (British Medical Journal, 1949, 1, 260) considers 
that the weekly gain during pregnancy should not exceed 8 oz 
(0.22 kg.). , 

Bacteriology of the Throat.—Dr. W. B. Orme (Hove, Sussex) 
writes : One of the queries in “ Any Questions ? ” (July 2, p. 39) was, 
“* What is the normal bacteriology of the throat?” In answering, 
your specialist replied giving non-haemolytic streptococci of the 
viridans and salivarius types, Gram-negative diplococci of the 
catarrhalis group, slender Gram-negative bacilli of the Haemophiiys 
influenzae family, and Gram-positive diphtheroids. Further on in 
his reply he refers to organisms which are recognized as pathogens, 
including Staphylococcus aureus, haemolytic streptococci, pneumo- 
cocci, meningococci, and occasionally diphtheria bacilli. Not in the 
whole reply does he once mention the well-known Friedlinder’s 
bacillus, also known as Bacterium mucosum-capsulatum and other 
names ; micro-organisms of this group are not infrequently associated 
with various respiratory infections in man, though in many cases 
these are considered as being simple secondary invaders. Yet they 
are commonly present in the nasopharynx of patients suffering from 
chronic sinusitis, and in some cases they are definitely pathogenic, 
accounting for 1% of all pneumonias—such cases have an exception- 
ally high case-fatality rate. Again, Friedlander’s bacillus is one 
of the most difficult organisms to deal with, as it appears to be 
resistant to all modern bacteriostatic drugs. I am therefore surprised 
at its omission from your reply. : 

Ergotamine and Pregnancy.—Dr. K. D. SALzMann (Reading) 
writes: Your answer to the query on ergotamine and pregnancy 
(“ Any Questions ? ” July 2, p. 40) states that, “* unless the patient’s 
previous history suggests a special susceptibility to abortion or 
premature labour, ergotamine is unlikely to have any significant effect 
on the uterus, and its continued administration is therefore not 
contraindicated.” A few years ago a consultant recommended to one 
of my colleagues a simple method of inducing labour. He advised 
giving one ergometrine hydrochloride tablet every morning until 
labour ensued. My colleague, at his next antenatal clinic, found 
three of his patients were about a fortnight postmature and unfortun- 
ately decided to try the ergometrine method of induction. It worked. 
All three mothers went into labour within three days. All three 
had spontaneous labours, and all three gave birth to macerated 
foetuses, although at the last antenatal examination the infants were 
alive. In addition to the above experience I recall a patient of mine 
who had reached term and developed a migrainous headache. I gave 
her a tablet of ergotamine tartrate. She started in labour, had violent 
pains, and gave: birth—spontaneously—to a stillborn infant. In view 
of the experiences of my colleague and myself I think one should 
say that it is unwise to give ergotamine to a primigravida in the 
early months of pregnancy (before it is known whether she has any 
tendency to miscarriages) and rarely or never should it be given 
when the uterus is no longer inert—at term or during the last few 
weeks preceding maturity. There is one exception to the above 
rule. If the foetus in utero is dead, one might utilize. the daily 
tablet of ergometrine or ergotamine as a means of inducing labour— 
particularly if massive oestrogen therapy has failed. I have known 
this done successfully on several occasions. 


Corrections 

Dr. E. K. Pritcuarp (Southwark) writes: It is not clear 
in the report of my remarks at the Commonwealth and Empire 
Tuberculosis Conference (July 16, p. 152) that domiciliary collapse 
therapy was first organized on a large scale in May, 1946, by Dr. 
C. H. C. Toussaint and myself in our respective Boroughs of 
Bermondsey and Southwark. Dr. Toussaint subsequently organized 
a similar scheme in the Borough of Willesden. The necessity for this 
form of treatment was the natural corollary of the success of the 
mass x-ray survey of cases with minor respiratory symptoms started 
in similar collaboration between Dr. Toussaint and myself in 1942. 
This survey brings to light a large number of early cases in urgent 
need of treatment. 

The Hunterian Lecture by Dr. W. S. C. Copeman, published in the 
Journal of July 23 (p. 191), was incorrectly described as the Hunterian 


Oration. 
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